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hy the company 


he keeps 


i @ A wise old sage it was, who when- 
+ ever consulted about the standing 

of an individual replied in words 
now so oft repeated—“Know him 


i by the company he keeps.” . .. Such 


| old world philosophy most certainly 
| holds true in today’s business life. ; 


Particularly can you judge a house 
by the calibre of the products they promote, _are worthy of that type work. Furthermore, 


if 
+} because shoddy merchandise usually infers © your success depends upon the satisfac- 


4] shoddy work and service. Whereas quite def- tion you give your patients and only 
j initely, quality products mean quality crafts- | products of undisputed quality interpret 
} manship. . . . That’s why Riggs have always _—your refraction in a manner which leads to 


} 


been so careful in selecting the products that _ that certain satisfaction. . . . So we say, 


are sold over our name. We know that our _— know us by the company we keep. Orthogon, 
employees do things in only one way—the —_Panoptik, and Soft-Lite Lenses. Loxit and 


best. We know that only the best products —_ other Bausch & Lomb mountings and frames. 
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(Bagge Optical Company ) 
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RETINAL VASCULAR DYNAMICS 


Jonas S. FRIEDENWALD, M.D. 
BALTIMORE 


An analysis is presented of some of the physical factors which are required to explain 
functional changes in the caliber and tortuosity of the retinal blood vessels. The role of 
these factors in various types of circulatory diseases is discussed. From the Wilmer 
Ophthalmological Institute of the Johns Hopkins University and Hospital. 


The nature and clinical significance 
of retinal arterial pulsation have been 
known to an approximate degree for 
two generations. It seems worth while, 
however, to subject the problem to fun- 
damental re€xamination, both in regard 
to the physical basis of the sign, and 
in regard to its clinical significance, for 
several reasons. 

1. In the major current textbooks of 


‘ophthalmology, one finds the statement 


that visible pulsation of the central 
retinal artery is always pathological. 
Modern refinements of ophthalmos- 
copy, in particular the use of the Gull- 
strand binocular ophthalmoscope, re- 
veal visible pulsation of the retinal ar- 
teries in almost every healthy child and 
young adult. It is incumbent upon us, 
therefore, to define more clearly than 
before the limits between physiological 
and pathological pulsations, and to en- 
quire into the significance of the dis- 
appearance of the physiological pulsa- 
tion in adult life. 

2. If, while observing the eyeground 
with an ophthalmoscope, one exerts a 
gradually increasing pressure upon the 
eyeball, a collapsing pulsation of the 
retinal arteries can be observed. With 
further pressure, a point can be reached 
at which the pulsation again disappears 
and the vessel remains empty. Bailliart* 
has devised an ingenious method for 
measuring the intraocular pressure at 
which these phenomena occur. Inter- 
preting the first appearance of the col- 
lapsing pulse as a measure of diastolic 
pressure, the first disappearance of pul- 
sation as a measure of systolic pressure, 
he has endeavored to penetrate more 
deeply into the dynamics of the retinal 
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circulation in health and disease. Nu- 
merous clinical contributions have fol- 
lowed those of Bailliart, attempting to 
evaluate the diagnostic and physiologi- 
cal significance of observations accumu- 
lated in this manner. A critical review of 
the physics of the phenomena has, how- 
ever, never been made, and it seems that 
such a review is needed in order to in- 
terpret the clinical observations that 
have been reported. 

3. The third reason for submitting 
this subject to renewed scrutiny relates 
to the problem of the circulatory dy- 
namics in aortic regurgitation, the con- 
dition in which pathological pulsation 
of the retinal arteries is most frequently 
seen. Here the retinal arterial pulsation 
is but one of many signs of the extreme- 
ly large pulse pressure characteristic of 
the disease. Cardiologists have long de- 
bated whether the low diastolic blood 
pressure in these cases is characterized 
by a reflux of the blood back toward the 
heart or whether it is due to peripheral 
vasodilatation and reduced peripheral 
resistance. Many of the characteristic 
peripheral vascular signs of aortic re- 
gurgitation are found equally in cases 
of hyperthyroidism in which reflux of 
blood back to the heart is not supposed 
to occur. It has been argued, therefore, 
that the Corrigan pulse, the pistol-shot 
sound, Duroziez’s sign, the visible cap- 
illary pulsation may all be due to per- 
ipheral vasodilatation rather than to 
diastolic reflux of the blood. 

Blumgart? has shown that, in so far 
as Duroziez’s sign is concerned, a dis- 


_tinction can be drawn between cases of 


aortic regurgitation and cases of hyper- 
thyroidism. If a pressure cuff is placed 


= 
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distal to the point at which one listens 
for Duroziez’s sign and a pressure above 
the diastolic level applied, the sign will 
disappear in cases of hyperthyroidism, 
but will become more accentuated in 
cases of aortic regurgitation. He argues, 
therefore, that the sign is produced in 
the former group by peripheral vasodila- 
tation, in the latter by diastolic reflux, 
and supports that argument by a closely 
reasoned series of clinical experiments. 
Since visible retinal arterial pulsation 
also occurs both in hyperthyroidism and 
in aortic regurgitation, the question 


SS 


Fig. 1 (Friedenwald). Diagram illustrat- 
ing the measurement of the lateral pressure 
(LP) and the flow pressure (FP) in a mov- 
ing column of fluid. 


arises as to whether or not the same 
mechanism holds in both cases, or 
whether a distinction between the two 
can be discovered by a technic analo- 
gous to that of Blumgart. 

Closely related to the problems of ar- 
terial pulsation are those factors con- 
cerned in the production of changes in 
the tortuosity of the retinal vascular 
tree. The velocity of blood flow, the tone 
of the vessel walls, the presence or ab- 
sence of peripheral resistance are of im- 
portance in determining both of these 
phenomena. It seems desirable, there- 
fore, to consider both together. 

It is commonly recognized that sev- 
eral kinds of retinal arterial pulsations 
can be distinguished : (a) Pulsations oc- 
cur. in which the course of the arterial 
channel shifts slightly with each cardiac 
pulse. This may manifest itself either in 
a lateral displacement of some portions 
of the arterial tree or, more often, in 
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slight bending and unbending of some 
twist or knuckle in the artery. This type 
of movement it seems appropriate to 
call serpentine pulsation. (b) Commonly 
pulsations are observed in which the ar- 
terial channel enlarges during systole, 
shrinks during diastole. This type it 
seems appropriate to speak of as ex- 
pansile pulsation. In some instances of 
this type the artery may become almost 
completely empty during the diastolic 
shrinkage and this group will be spoken 
of as collapsing pulsation. (c) In certain 
cases of the toxemia of pregnancy and 
of arteriolar sclerosis, a ring or zone of 
constriction is observed to appear and 
disappear at certain points, or to pass 
down the arterial trunk, not with the 
extreme velocity of the cardiac pulse 
wave, but with the slower and often 
halting progression of a wave of in- 
testinal peristalsis. Such pulsations may 
be called tonic. 

Serpentine pulsation. In order to at- 
tack the physical mechanism of this type 
of pulsation, a few of the elementary 
considerations of hydrodynamics must 
first be stated. The total energy of a 
body of fluid confined in a tube is di- 
vided by the students of hydrodynamics 
into, first the Jateral pressure which is 
potential energy. This is measured by 
the height to which fluid will rise 
against. gravity into a side channel 
which enters perpendicularly into the 
tube. (LP, fig. 1.) The second part of 
the energy of the fluid is the flow pres- 
sure, which is kinetic energy, and which 
is measured by the difference between 
the height of the fluid in the side chan- 
nel with which the lateral pressure is 
measured, and the height to which the 
fluid will rise in a side channel entering 
the tube parallel to the direction of flow. 
(FP, fig. 1.) The mouth of this measur- 
ing tube is generally arranged to open 
upstream. The lateral pressure plus the 
flow pressure is taken as the total pres- 
sure head of the system. 

In a perfectly straight, smooth tube 
the two parts of the total energy of the 
fluid are connected by a function of the 
viscosity of the fluid and the diameter 
and length of the tube. If the tube is 
bent, a part of the flow pressure is added 
to the lateral pressure on that side of 
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the tube wall which is convex outwards, 
and the lateral pressure is correspond- 
ingly diminished on the opposite side of 
the tube. The difference between the 
pressure on the two sides of the tube 
constitutes a force tending to displace 
the tube toward the convex side, a phe- 
nomenon which is easily observed in the 
wriggling of a garden hose through 
which a steady stream of water is pass- 
ing. 

No such undulating movement as 
that typified by a garden hose has been 
observed in the retinal vessels, the ex- 
cess pressure on the one side of the ves- 
sel being compensated for by the elas- 
tic tension of the tissues in which the 
vessel is embedded. It is evident, how- 
ever, that a certain slow slipping and 
shearing might take place with time. 
Such changes in position of the retinal 
vessels have not, however, been ob- 
served in normal eyes. Nevertheless, 
this possibility must be borne in mind 
in relation to the tortuosity of the reti- 
nal vessels in hypertension, and other 
abnormal states. 

When, for any reason, the linear ve- 
locity of blood flow through the vessel 
increases, the force tending to produce 
these slow serpentine shearings in- 
creases and, in addition, a tendency to- 
ward increased tortuosity must become 
manifest. A simple experimental dem- 
onstration of this fact can again be made 
with the garden hose. With a moderate 
flow through the hose, the tube accom- 
modates itself to a slight degree to tor- 
tuosity in which the bends have a wide 
radius of curvature, represent less than 
a semicircle, and move slowly down the 
tube. With increased flow, not only does 
the velocity of displacement of the 
bends increase, but the curvature be- 
comes more acute and each bend repre- 
sents a greater fraction of the circum- 
ference of a circle than before. Here, 
then, we have one explanation of in- 
creased tortuosity of the retinal arteries, 
and are led to expect it whenever the 
linear velocity of blood flow in the ves- 
sel is abnormally great. If the blood 
pressure remains normal, we should ex- 
pect increased tortuosity to result from 
diminished peripheral resistance, i.e., in 
active local congestion. If the peripheral 
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resistance remains unchanged, we 
should expect increased tortuosity to re- 
sult from increased arterial blood pres- 
sure. When a rise in blood pressure is 
accompanied by a rise in peripheral re- 
sistance resulting in an unchanged rate 
of blood flow, the wall of the vessel may 
become stretched, manifesting itself in 
an increase both in caliber and in 
length, such as is usually seen in the 
early stages of essential hypertension. 
When arteriolar sclerosis supervenes, it 
is common to find here and there in the 
retinal arterial tree rather sharp angular 
bends distinguishable from the smooth, 
sinuous tortuosity with which we have, 
thus far, been concerned. These angula- 
tions cannot be attributed directly to 
the dynamics of the blood flow. They oc- 
cur most often at places where the cali- 
ber of the vessel undergoes an abrupt 
localized change. It seems safest to at- 
tribute them to actual lesions in the 
artery wall. 

Finally, certain diseases, notably 
polycythemia, leukemia, congenital 
heart disease, are characterized by ex- 
treme engorgement and tortuosity of 
the retinal vessels. There is no evidence 
that, in these conditions, the velocity of 
blood flow is abnormally large, in fact 
the contrary may often be true. The 
dilatation and tortuosity of the retinal 
vessels in these cases can, therefore, be 
explained only as resulting from a re- 
laxation of tone in the vessel walls. A 
similar explanation may be required in 
relation to the active hyperemia as- 
sociated with inflammatory lesions in 
the retina. 

Guist® has recently called attention to 
the tortuosity of the small venules, es- 
pecially those draining the macular re- 
gion, in cases of hypertension and ar- 
teriolar sclerosis. He attributes this 
phenomenon to an increased velocity of 
blood flow in these vessels. The studies 
of Lauter and Baumann‘, and others on 
the minute volume cardiac output, and 
by Blumgart and Weiss® on the linear 
velocity of blood flow, have shown that 
there is no general increase in circula- 
tory velocity in cases of hypertension. 
On the contrary, such cases, when com- 
plicated by cardiac failure, show a de- 
creased velocity both in regard to the 
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minute volume output of the heart and 
in regard to the speed of circulation of 
the blood. Unless the dynamics of the 
retinal circulation differ completely 


from those of the general circulation, 
Guist’s explanation cannot be accepted, 
and no evidence for such fundamental 
differences has been offered. On the 
other hand, a simple local anatomical 
explanation is readily available for this 
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early edema is manifested. The impor- 
tant point to be remembered in this con- 
nection is that changes in two small 
arteries can partially obstruct practical- 
ly all the collateral venous channels in 
the macular region. 

While the general velocity of blood 
flow in these cases is usually normal or 
subnormal, due to a balance between 
the peripheral resistance and the rise in 


Fig. 2b 


Fig. 2a and b (Friedenwald). Varicose retinal capillaries in cases of arteriolar sclerosis, 
as seen with the Friedenwald ophthalmoscope. Magnification approximately 50x. 


phenomenon. The usual configuration 
of the vessels in the macular region is 
such that all the small veins draining 
the macula are usually crossed by the 
superior or inferior macular arteries be- 
fore reaching the larger veins to which 
they are tributary. Owing to the ar- 
teriovenous constriction which com- 
monly occurs at these points of crossing 
in cases of hypertension and arteriolar 
sclerosis, a certain amount of stasis in 
these venules occurs, resulting not 
merely in engorgement and tortuosity 
of these vessels, but also in the early 
appearance of edema in this region of 
the retina. Other venules of the retina 
outside of the macula are not so regu- 
larly crossed by arteries before they 
reach veins of a larger order, but when 
such crossings occur in cases of hyper- 
tension and arteriolar sclerosis, the 
same tortuosity and tendency toward 


blood pressure, it must not be thought 
that such a state of affairs is absolutely 
uniform throughout the whole vascular 
tree. Scattered here and there must be 
arterioles which are not abnormally con- 
stricted, and these vessels transmit to 
the capillary bed which they supply an 
abnormally high pressure and an ab- 
normally large flow. Boas and Frant® 
have shown that it is possible in some 
of these cases to demonstrate the pres- 
ence of abnormally high capillary pres- 
sure in some regions of the skin. Recent 
studies with the slitlamp ophthalmo- 
scope have revealed dilatations and vari- 
cosities in the retinal capillary bed in 
cases of this type in the production of 
which a high capillary pressure may 
play a part (fig. 2). It seems likely, on 
the other hand, that this phenomenon is 
associated with a lack of tone in the 
capillary wall (active hyperemia), as 
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well as an increased pressure, for the 
same varicosities can be demonstrated 
in the retinal capillaries post mortem 
(fig. 3). Similar varicosities of the capil- 
laries are seen in the neighborhood of 
the cotton-wool spots of albuminuric 
retinitis (fig. 4). 

So far, we have considered only the 
effect of a steady flow of blood through 
the retinal vessels. We must now con- 
sider the effects of cyclical variations in 
the velocity of blood flow and in the cor- 
responding flow pressure. The heart 
beat must introduce cyclical variations 
in the force which tends to produce a 
lateral displacement of the vessel in re- 
gions where the vessel bends, causing, in 
fact, the serpentine pulsation which we 
have been seeking to explain. In the 
light of this analysis, we may now enu- 
merate the factors which must tend to 
favor or to inhibit the development of 
a visible serpentine pulsation of the 
retinal arteries: 


Factors favoring serpentine pulsation 


(1) Tortuous arteries 

(2) Dilated arteries (= diminished resist- 
ance to flow) 

(3) Pliable walls 

(4) Large pulse pressure 

(5) High systolic pressure 

(6) Slight peripheral resistance 

(7) Minimal viscosity of the blood 


Factors unfavorable to serpentine pulsation 
(1) Straight arteries 
(2) Narrow or constricted arteries 
(3) Rigid walls 
(4) Small pulse pressure 
(5) Low systolic pressure 


Fig. 3 (Friedenwald). Post-mortem flat 
preparation of the retina, showing varicose 
capillaries C, hyaline lipoid infiltration of the 
arteriolar walls FA, artery A, vein V. 


Fig. 4 (Friedenwald). Varicose retinal 
capillaries at the edge of a cotton-wool spot 
in a case of albuminuric retinitis, as seen with 
the Friedenwald ophthalmoscope. Magnifica- 
tion approximately 50x. 


(6) Great peripheral resistance 
(7) Increased viscosity of the blood 


Of all of these conditions, only one is 
susceptible to clinical investigation by 
the experimental method. This is the 
factor of peripheral resistance, which 
can readily be increased in the eye by 
exerting a slight pressure on the globe. 
When this is done in a case with visible 
serpentine pulsation, it may readily be 
demonstrated that the serpentine pulsa- 
tion promptly disappears, usually giv- 
ing place to an expansile (or collapsing) 
pulsation, or pulsation disappears alto- 
gether (see below). 

In regard to the other factors, it may 
be noted: (1) That serpentine pulsation 
is never found in straight vessels, and 
that when present, it is most marked at 
the points of most acute bending of the 
vessels ; (2) that it is never seen when 
the whole retinal arterial tree is narrow 
even in the presence of aortic regurgi- 
tation but, on the other hand, may be 
present with dilated retinal arteries 
even in the absence of abnormal circu- 
latory states; (3) that it is commonly 
seen in healthy young children with di- 
lated, tortuous, and presumably pliable 
retinal vessels, and very rarely seen in 
the aged, even though the retinal ves- 
sels are dilated and tortuous; (4) that 
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it is commonly present in cases with bility. The blood pressure recorded 
large pulse pressure; (5) that itis often during such a course of pulsations re- 
observed in cases of essential hyperten- mained at its usual high level and the 
sion, even without especially large pulse remainder of the retinal vessels showed 
pressure ; (6) that it is not seen in glau- no corresponding changes at the same 
coma in which, on the contrary, a col- time. This case is included in a recent 
lapsing pulsation has been frequently review of the subject by Freeman’. In 
noted ; (7) that itis oftenseeninanemia these instances, therefore, a change 
provided the retinal vessels are full and neither in the diastolic pressure nor in 
tortuous, but not in polycythemia in the intraocular pressure could be held 
spite of the extreme tortuosity of the responsible for the collapsing pulsation. 
arteries in this condition. It is clear, therefore, that in inter- 
Expanding and collapsing pulsation. preting collapsing or expansile pulsa- 
The physical basis of this type of pulsa-__ tions, not only the balance between in- 
tion is considerably simpler than that travascular and intraocular pressure, 
just discussed. Here we have to deal but also the states of rigidity and of 
only with the elasticity and tone of the muscular tone of the vessel walls must 
vessel wall and the balance between the be taken into account. Fritz* has at- 
intravascular and the intraocular pres- tempted to evaluate some of these fac- 
sure. Whenever the diastolic pressure tors, as follows: Observing the retinal 
in the retinal arteries falls below the vessels, he exerts an increasing pres- 
intraocular pressure, or, conversely, sure on the eyeball with the Bailliart 
whenever the intraocular pressure rises dynamometer and records the force re- 
above the diastolic pressure in the ret- quired to bring about the first appear- 
inal arteries, the artery must collapse ance of visible pulsation, and also the 
during diastole, provided only that the force required for the first appearance of 
vessel wall is not sufficiently rigid to total diastolic collapse. The interval be- 
withstand the external pressure. This tween these two measurements varies 
latter factor is one which has been in different cases. Fritz takes this in- 
omitted from consideration by Bailliart terval to be a measure of the rigidity of 
and possibly accounts for some of the the vessel wall. From the foregoing 
discordantly high diastolic-pressure analysis, however, it is apparent that 
readings which he has obtained in cases __ both rigidity and tone are inextricably 
of arteriosclerosis. The opposite of this ~intermingled in their effects on these 
condition also involves a cautionary measurements, and clinical deductions 
proviso in the interpreting of expansile from such observations appear prema- 
or collapsing pulsation. There are in- ture. 
stances in which the tone of the arterial Miiller’s® recent study of the probable 
musculature is so high as to produce a_ error in tonometric measurements is 
collapsing pulsation of the vessel in also of importance in this connection. 
spite of the fact that the diastolic pres- This error enters into Bailliart’s deter- 
sure within the vessel is greater than minations in a two-fold manner, for his 
the intraocular pressure. Dr. Freeman readings require tonometry of the ob- 
has recently demonstrated such a phe-_ served eye, and the calibration of his 
nomenon to m:inacaseofpreéclamptic dynamometric scale is also made 
toxemia with high blood pressure, both against the tonometer. Further, the 
systolic and diastolic, and normal intra- probable error in reading the dynamom- 
ocular pressure. While observing this eter is not small, amounting in my 
case ophthalmoscopically, spastic con- hands to at least 10-15 percent of the 
tractions were seen to come and go at scale reading, even for determinations 
-various points in the arterial tree. In of the onset of a collapsing pulsation. 
two small arterial branches collapsing Taking these factors into consideration, 
pulsations were visible at intervals. The it would appear that the probable error 
pulsations lasted for half a dozen or in measurement of the diastolic pres- 
more cardiac cycles after which these sure in the retinal arteries is, in normal 
vessels regained their normal immo- cases, of the order of 20 mm. Hg, while 
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the readings for the onset of the first 
visible pulsation in the vessels are even 
less exact. Finally it must be noted that, 
since pressure on the eyeball increases 
the peripheral resistance in the retinal 
vascular tree, the readings obtained by 
this method must be referred to the un- 
obstructed pressure in the ophthalmic 
artery rather than to those in the retinal 
arteries. This is analogous to the state 
of affairs in the usual Riva-Rocci de- 
terminations of blood pressure. While 
current usage loosely refers these read- 
ings to pressures in the brachial artery, 
careful authorities point out the 
readings actually concern pressures in 
the axillary vessels. 

Tonic pulsations. The existence of 
spastic contractions in the retinal ves- 
sels in two types of cases has been 
known for many years. The first type 
includes otherwise healthy young per- 
sons, usually women, who complain of 
sudden and transient blindness of one 
eye. Actual obliteration of the whole 
retinal arterial tree or of one branch of 
the tree has been observed in such 
cases by several ophthalmologists. Usu- 
ally the spasm lasts for one minute or 
less and vision is subsequently restored, 
but occasional cases of permanent loss 
of vision have been recorded. Many of 
these patients suffer from migraine”. 

The second type of cases with retinal 
arterial spasm is to be found in elderly 
arteriosclerotic persons in whom the re- 
current attacks of sudden and transient 
blindness are frequently prodromal to 
thrombosis of the affected vessel. In 
these cases also a blanching of the ves- 
sels with interruption of the blood col- 
umn has been observed. 

More recently Mylius™ has described 
spastic contractions of the retinal ves- 
sels of a different type. In cases of pre- 
eclamptic toxemia, localized constric- 
tions of the arterial channel have long 
been noted and have been attributed in 
the past to organic changes in the ves- 
sel wall. Mylius has observed that these 
localized constrictions are not neces- 
sarily permanent but that they may be 
observed to come and go and occasion- 
ally to travel in a peristaltic fashion 
down the vessel. In 1929, H. Frieden- 
wald”, reporting on our joint observa- 
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tions, reported that we had been unable 
to see the phenomena which Mylius de- 
scribed, and that even if Mylius’s ob- 
servations should be confirmed, this 
would not alter the status of our knowl- 
edge regarding the localized caliber con- 
strictions which are seen in arterio- 
sclerosis and which have been shown by 
many histological studies to be due to 
atheromatous plaques in the intima of 
the vessels. 

Since the publication of Mylius’s 
original observations, his findings have 
been confirmed by Loose, Schroeder, 
and Kyrieleis*® abroad, and by Wag- 
ener™* and Freeman’ in this country. I 
have also in the past year been able to 
observe two types of spastic contrac- 
tions of the retinal vessels in cases of 
preéclamptic toxemia—those in which 
localized constrictions of the arteries 
come and go while the patient is under 
ophthalmoscopic observation, and those 
in which temporary collapsing pulsa- 
tion of one small arterial branch appears 
for a short series of cardiac cycles. I 
have not yet been able to see a peristal- 
tic movement of the regions of constric- 
tion. I have also been able to observe 
localized constrictions of the arteries 
come and go in cases of retinal arteriolar 
sclerosis. This observation is of some 
interest in relation to the theory of es- 
sential hypertension and _ arteriolar 
sclerosis in that it fortifies the concep- 
tion that arteriolar spasm plays a role 
in these conditions. 

Diastolic reflux. The question of 
diastolic reflux in the arterial tree lends 
itself to fairly simple analysis in the 
light of the foregoing discussion. There 
is no doubt that in cases of aortic in- 
sufficiency a reflux of blood takes place 
from the aorta back into the heart dur- 
ing diastole. No one, however, would 
maintain that the reflux occurs through- 
out the whole greater circulation, for, 
certainly, the blood continues to move 
forward in the veins during diastole as 
well as systole. At some point in the 
circle, therefore, the blood must be sta- 
tionary during diastole; upstream from 
this point there is reflux, while down- 
stream there is a forward movement, 
while the loss of blood volume from 
this intermediate portion of the arterial 
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tree is made good by a reduction in cali- 
ber of the vessels during diastole, an 
exaggeration of that which occurs nor- 
mally in the absence of aortic regurgi- 
tation. Blumgart? has shown that in 
those cases of aortic insufficiency which 
exhibit Duroziez’s sign, a diastolic re- 
flux occurs in the brachial and popliteal 
arteries. The question of interest, then, 
is whether such reflux can also extend 
out to small vessels of the dimensions 
of the retinal arteries. 

If the point of reversal should take 
place in vessels of such small size as 
those of the retina, the vessel must 
necessarily become completely or al- 
most completely empty during diastole. 
On the other hand, if the point of re- 
versal is still further down stream, 
namely in the capillaries, a diastolic 
collapse of the capillaries should occur. 
It must be noted that the intraocular 
vessels are subjected to an external 
pressure of 20-25 mm. Hg, which would 
exaggerate the tendency of these ves- 
sels to become evacuated, just as the 
capillary pulse in the finger-nail bed is 
exaggerated by slight pressure on the 
nail. The most favorable place to ob- 
serve such a change in the eye would be 
the optic. disc, for the capillaries here 
drain into veins in the optic nerve where 
the pressure is much lower than in the 
interior of the eye. We can conclude, 
therefore, that a diastolic reflux in the 
retinal arteries would manifest itself 
either by a collapsing pulsation of the 
central artery ora diastolic paling of the 
optic disc, or both. Neither of these 
phenomena is common in cases of 
aortic regurgitation, but both do occur 
in rare instances. 

In the ordinary case in which merely 
an expansile or serpentine pulsation of 
the retinal arteries is seen, slight pres- 
sure on the eyeball will convert the ser- 
pentine pulsation into an expansile one, 
and slight additional pressure will con- 
vert the expansile pulsation into a col- 
lapsing one, which may be accompanied 
by a diastolic paling of the optic disc. 
The degree of pressure required to pro- 
duce these changes varies considerably 
from case to case, and is a rough index 
as to how low the diastolic pressure 
falls in the ophthalmic artery. 


JONAS S. FRIEDENWALD 


In hyperthyroidism neither a collaps- 
ing pulsation in the retinal arteries nor 
a diastolic paling of the optic disc has 
occurred under my observation, nor 
has either of these phenomena been 
reported in the literature, so far as I 
have been able to discover. It may be 
concluded, therefore, that diastolic re- 
flux does not occur in hyperthyroidism, 
even in the retinal vessels, which, on 
account of the intraocular pressure, are 
so favorably circumstanced for its pro- 
duction. In cases of hyperthyroidism in 
which an expansile or serpentine pulsa- 
tion of the retinal arteries is noted, 
slight pressure on the eyeball produces 
precisely the same sequence of phenom- 
ena as in the cases of aortic regurgita- 
tion—the serpentine pulsation becomes 
expansile and then collapsing, and a 
diastolic pallor of the disc may be noted. 
So far as the mechanics of retinal vascu- 
lar pulsation are concerned, therefore, 
these two types of cases are identical. 

In contradistinction to the phenom- 
ena just described, a group of cases 
has been observed in which pulsating 
retinal arteries are found associated 
with retinal hyperemia but unasso- 
ciated with any general circulatory dis- 
turbances. In ophthalmological practice 
instances of this kind are commonly 
found in children and young persons 
suffering from eyestrain. In these cases, 
slight pressure on the eyeball instead 
of exaggerating the retinal arterial pul- 
sation causes it to cease, and apprecia- 
bly more pressure must be applied be- 
fore pulsation, this time collapsing in 
character, reappears. In these instances, 
therefore, the pulsation of the larger 
retinal arteries is due not to a low dias- 
tolic pressure upstream, but to a dimin- 
ished resistance downstream. 

Pulsation of the retinal veins. The 
pulsations of the retinal veins present 
a much simpler problem. There is no 
evidence of any appreciable rigidity or 
tone in these vessels. The pulsations 
are, therefore, wholly dependent upon 
the balance between the intra- and ex- 
travascular pressures and the anatomic 
configuration of the vessels. When the 
intraocular pressure rises, as in systole, 
above the venous pressure in the retina, 
some blood must be expelled from these 
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vessels, resulting in a partial or complete 
collapse of that segment which is near- 
est the outlet from the eye. The length 
of the region of collapse can be affected 
by the gradient of pressure in the veins, 
by the velocity of blood flow, the vis- 
cosity of the blood, and by the degree 
and duration of time involved in the 
rise of intraocular pressure. A large 
pulse pressure and a slow pulse is, 
therefore, more likely to be accompa- 
nied by a marked venous pulsation than 
a small pulse pressure and a rapid pulse. 
This seems to be the only way in which 
the general circulatory dynamics affects 
this phenomenon. 

So far as the local factors are con- 
cerned, the absence of visible venous 
pulsation presents more of a problem 
than its presence. If the gradient of 
pressure in the veins is small, a rise in 
intraocular pressure may result in an 
acceleration of the general outward 
flow of blood without producing visible 


collapse. If the gradient is too steep, the 
segment of the vein which becomes col- 
lapsed may be within the tissues of the 
optic disc and beyond the view of the 
ophthalmoscope. Finally, if the venous 
pressure is high or the gystolic rise of 
intraocular pressure only slight, no col- 
lapse may ensue. The venous pulse is 
usually absent in choked disc and also 
in cases of ocular hypotension follow- 
ing fistulizing operations. Similarly, in 
polycythemia with increased viscosity 
of the blood and also some increase in 
venous pressure, the pulsation is usual- 
ly absent. Since these simple considera- 
tions are adequate to explain the ab- 
sence of this phenomenon, there seems 
to be no reason to suppose, as Bailliart™® 
does, that the retinal veins may remain 
full of blood when the pressure within 
them is less than the intraocular pres- 
sure. 


1212 Eutaw Place. 
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AMBLYOPIA AFTER HEMORRHAGE 


ALBERT S. Barr, M.D. 
ANN ARBOR, MICHIGAN 


The history is given of a case of marked loss of vision, which occurred several days 
after severe hemorrhage accompanying an abortion. Visual recovery was good in one 
eye but not in the other, in which a small but absolute central scotoma persisted. 


Amblyopia or amaurosis after distant 
hemorrhage is not common, and at least 
one large eye clinic has.no case of this 
condition in its records. Its relative in- 
frequency, therefore, would seem to 
make the following case worth record- 


ing. 


27” 


Mrs. L.¥ 


Aus. a3, 1932 


1,530,000. Her white cell count was 9600. 
Wassermann and Kahn reactions and 
the results of other usual laboratory 
tests were normal. 

A transfusion of 350 c.c. of whole 
blood was given and the uterus emptied. 
No hemorrhage followed the curettage. 


70 -40 


Fig. 1 (Barr). Visual fields showing central scotomata and enlarged blind spots. 


Mrs. L. Y., aged 32 years, was seen 
August 5, 1932, at the request of Dr. 
Howard Cummings. She had been preg- 
nant and two weeks before entering the 
hospital, had had an induced abortion, 
and had then attempted to take care of 
herself, hoping that all would be well. 
The uterus did not empty itself cleanly 
and she had flowed freely. She stated 
that her vision had always been good, 
but that several days after the onset of 
hemorrhage (she did not remember the 
exact number of days) she first noticed 
that objects appeared to be a little 
foggy. Loss of vision increased until 
she could not read, and becoming 
frightened she entered the hospital. 

Examination by Dr. Cummings 


showed that the patient had had an in- 
complete abortion, and that she was 
very anemic. Her hemoglobin was down 
to 22 percent and her red cells to 
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Four days later a smaller transfusion 
of 240 c.c. of whole blood was given. 
After the transfusions she picked up 
very well, but her vision did not im- 
prove. 

Eye Examination: Both eyes were 
normal in appearance and direct and 
consensual reflexes were present. 
Finger tension was normal. Vision with 
the right eye was 6/60 and with the 
left 6/30. 

Ophthalmoscopic examination of the 
right eye showed the media to be clear. 
There was a distinct and rather pale 
edema over the whole posterior pole and 
a well-marked neuro-retinitis with 
swelling of about 3 D. The rings were 
completely blurred except on the tem- 
poral side. Arteries were small and con- 
tracted but the veins appeared to be 
rather full. No hemorrhages or white 
spots were seen. The fundus of the left 
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eye was essentially the same except that 
1% disc diameters below the macula 
there was a single round hemorrhage 
about one fourth the size of the disc. 

When ready to leave the hospital, 
vision and the appearance of both 
fundi were unchanged. Retinoscopy 
under homatropine revealed a com- 
pound hyperopia in both eyes, that for 
O.D. being +2.75 D. sph. <= +.50 
D. cyl. axis 180° and for O.S. +2.50 
D. sph. <= +.50 D. cyl. axis 180°. 
Vision was not improved by these cor- 
rections. 

Visual fields were taken and showed 
a small but definite central scotoma for 
each eye, and some enlargement of the 
blind spots. No connection between 
scotomas and blind spots could be made 
out. There was practically no constric- 
tion of form and only moderate constric- 
tion of the color fields. 

Subsequent History: After the pa- 
tient left the hospital the left eye slowly 
improved. The right-eye improved but 
little. Two months after the onset of the 
amblyopia, vision with the right eye 
was 6/30 and with the left, 6/12. In 
four months vision with the right eye 
was still 6/30 but with the left had im- 
proved to 6/7.5, slowly. Fields taken 
at this time showed central scotomas 
still present in each eye, but they were 
much smaller and for the left eye could 
be detected only with a 1 mm. blue ob- 
ject. The fundus of each eye had cleared 
and was practically normal in appear- 
ance. A slight fuzziness of the nerve 
heads remained, that in the right eye 
being slightly paler in the temporal half 
than that in the left, but this was no- 
ticeable only on comparing the two eye 
grounds. When last seen the condition 
appeared to be stationary, with vision 
of 6/30 with O.D. and 6/7.5 slowly with 
O.S. Her refraction was tested again, 
but there was no improvement with 
glasses. 

Comment. Numerous hypotheses 
have been advanced to account for this 
condition. It has been suggested that 
there was a lesion of the brain—such as 
an anemia of the visual centers—or that 
a retrobulbar neuritis was present. 
Holden’, experimenting with dogs and 
rabbits, found a degeneration of the 


retinal ganglion cells and their long 
processes, but did not think that this 
would explain all cases. Only a few eyes 
have been available for pathological ex- 
amination. Hirschberg’s? patient had a 
complete atrophy of the optic nerve in 
one eye and a circumscribed atrophy of 
the outer layers of the optic nerve in 
the other, while the eye of Raehlmann’s® 
patient showed a marked narrowing of 
the lumina of both arteries and veins of 
the retina from endarteritis fibrosa. 
Goerlitz* was able to obtain both eyes, 
in his case, a few days after the onset 
of blindness and found opaque discs and 
edematous retinas. The vessels were 
thin and pale, with no venous stasis. 
Sections showed intense edema of the 
discs. Between the nerve fibers were 
peculiar projecting nodules, consisting 
of polymorphous, partly nucleated for- 
mations. Behind the lamina cribrosa 
were foci of degeneration, possibly due 
to a thrombotic process. Fuchs* put the 
primary manifestations of the distant 
hemorrhage in the optic nerve. 
Langdon*® believes that anemia is the 
sole factor in the production of the 
neuro-retinal condition and undoubt- 
edly anemia has much to do with it. 
However, it has been evident that often 
something besides a hemorrhage with 
its resultant anemia is necessary to pro- 
duce a loss of vision that sometimes 
progresses to permanent blindness. 
Hemorrhages are common while loss of 
vision following bleeding has been rare. 
It has been stated that in the Franco- 
Prussian war, de Wecker’ did not ob- 
serve a single case. Some preexisting 
factor or disturbance must be present 
for it does not seem to occur in young 
and healthy individuals. Almost with- 
out exception, amblyopia after hem- 
orrhage has occurred in persons who 
were not previously healthy. Nor does 
the condition always depend on the 
amount of blood lost, for in some cases 
this has been relatively small. Terrien‘, 
therefore, thinks that the loss of blood 
in itself is not the cause of the visual 
disturbance, for then it would develop 
immediately, rather than late. Some- 
times the loss of vision has set in 
promptly, but usually it has been de- 
layed. He believes that the ischemia al- 
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lows the action of toxins, which were 
present in the patient, to play the im- 
portant role with resulting degeneration 
of the ganglionic, and, secondarily, of 
the nerve-fiber layers of the retina. It 
may be that the pathogenesis is not the 
same in all cases. 

The statistics of Fries® showed that 
the visual disturbance followed hem- 
orrhage from the stomach in 36 percent 
of the cases reported up to that time. 
In 25 percent, bleeding was from the 
uterus. Seven percent were after nose- 
bleed, and 5 percent followed accidental 
wounds. Amblyopia after hemorrhage 
must have been more frequent in the 
days when blood-letting was so com- 
monly practiced, as 25 percent followed 
venesection, leeching, or cupping. 

The age in the reported cases has 
been from 2 to 77 years, but most com- 
monly it has been over 40 years, and 
men have been more frequently affected 
than women. 

The principal symptom is loss of 
vision which follows a hemorrhage from 
some distant part of the body. It may 
come on rapidly or slowly and vary 
from a slight blur to complete blind- 
ness. Usually both eyes have been 
equally involved, but in a small percent 
of cases one eye has been affected much 
more than the other. 

A characteristic feature has been the 
time elapsing between the hemorrhage 
and the onset of disturbed vision. 
When the loss of blood has been inten- 
tional—as with blood-letting or leech- 
ing—the onset has often been prompt. 
But after accidental hemorrhage, there 
may be a delay of a few days to a week 
or more. In 25 percent of the reported 
cases, the loss of sight appeared during 
or immediately after the hemorrhage; 
in 20 percent it was within the first 
twelve hours; in more than 50 percent 
the visual disturbance appeared within 
three weeks (Groenouw”). Pergen™ 
found that loss of vision was immediate 
in 21 percent of cases; within 24 hours 
in 9 percent; within the first week in 
51 percent; in the second week in 14 
percent; and in the third week in 5 
percent. 

Cases have been recorded in which 
bleeding occurred without any visual 


disturbance, and then after recurrence 
of the hemorrhage, which may have 
been slight, there was a marked loss of 
vision. In others there have been re- 
peated hemorrhages with decreased 
vision after each attack. Sometimes the 
loss of blood has been relatively small 
and the patient, recovering from it, con- 
sidered himself well, when suddenly 
marked amblyopia appeared. Some 
cases have also been attended with 
cerebral symptoms or headaches, to- 
gether with palpitation of the heart. 
But the most striking feature has been 
the amblyopia. 

Externally the eyes are quite normal 
in appearance although the pupils will 
be dilated and unresponsive to light 
if there is complete blindness. 

Various fundus changes have been 
reported. The fundus may be quite 
normal in appearance or there may be 
a marked neuro-retinitis with hemor- 
rhages. In cases seen shortly after the 
onset of the visual disturbances the 
nerve-head has often presented a 
washed-out appearance with very little 
swelling and with a faint opacity of the 
surrounding retina. When the visual 
loss has been severe the discs have 
sometimes been chalky white and much 
swollen. The changes seen in the fundus 
may be permanent, the discs remaining 
perfectly white, or improvement may 
set in with more or less restoration of 
vision. Ophthalmoscopic findings have 
not always corresponded with the loss 
of vision. Cases have been seen in which 
the fundus was quite normal in appear- 
ance and yet a serious and permanent 
amblyopia was present. 

Visual-field studies have shown vari- 
ous changes. Traquair’? says that much 
depression of the field occurs with wide 
sector defects which may produce vari- 
ous forms of constriction, resembling 
hemiopia, vertical or horizontal, and 
which always include the fixation area. 
Or a central scotoma with intact 
peripheral fields may be recorded. The 
defect is absolute or very intense, al- 
though there is a tendency toward re- 
covery. Peter™® states that perimetric 
findings vary greatly. There may be 
concentric contraction continuing to 
the extent of 15 degrees or remaining 
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in statu quo. Or there may be sectorlike 
defects or scotomatous areas—relative 
or absolute, central or paracentral. 

In the case of Mrs. L. Y. the fields 
showed central scotomas and enlarged 
blind spots with no disturbance of form 
and only slight contraction of the color 
fields. 

The prognosis should be guarded for 
there may be little improvement in 
vision although recovery has occurred 
even after complete blindness has lasted 
for several weeks. There has often been 
little relation between the amount of 
blood lost and the visual impairment 
and there is no way of telling how much 
vision will be regained. The important 
factor seems to be the condition of the 
patient’s health at the time of the hem- 
orrhage. The end results in Singer’s* 
statistics were: not improved, 45.9 per- 
cent; improved, 39.1 percent; com- 
plete recovery, 13.5 percent; recovery 
with subsequent failure, 1.5 percent. 
Groenouw”™ stated that in almost half 
of all cases vision did not improve. In 
Pergen’s™ series of 50 cases 36 percent 
ended in complete blindness in both 
eyes ; 18 percent were blind in one eye; 
18 percent had a marked reduction in 
vision ; in only 8 percent was a complete 
recovery obtained. The outcome in re- 


ported cases has been least favorable 
after hemorrhage from the stomach. 

Local treatment of the eyes seems to 
be useless and unnecessary. Bleeding 
of course should be checked as rapidly 
as possible and then a transfusion given 
to combat the ischemia. The patient 
should be in bed and given a nutritious 
diet and everything done to improve his 
general condition. In blood transfusion 
we undoubtedly have a more effective 
therapeusis than in the days before this 
means was used. However, in the case 
reported here, transfusion was given 
promptly and hemorrhage checked, 
nevertheless one eye improved but little. 

Summary: The history is given of a 
case of marked loss of vision after uter- 
ine hemorrhage that accompanied an 
abortion. A well-marked neuro-retinitis 
was present in each eye and visual-field 
studies showed central scotomas to be 
the cause of the visual loss. One eye 
gradually improved so that almost 
normal vision was obtained, but there 
was very little improvement in the other 
eye. After four months the fundus of 
each eye was almost normal in appear- 
ance, but small central scotomas could 
still be made out. 


410 First National Bank Bldg. 


References 


* Holden. 
? Hirschberg. 
Raehlmann. 


Sitzungsber. Ophth., 1881. 


Arch. of Ophth., 1899, v. 28, p. 125. 
Fortschr. d. Med., 1889, v. 7, p. 928. 
Quoted by Zentmayer. Jour. Amer. Med. Assoc., 1912, v. 59, p. 1050. 


* Goerlitz. Klin. Monatsbl. f. Augenh., 1920, v. 64, p. 764. 
Fuchs. E. 

®° Langdon. Arch. of Ophth., 1933, v. 10, p. 99. 

"de Wecker. Quoted by Zentmayer (5). 

* Terrien. Arch. d’Opht., 1921, v. 38, p. 263. 


* Fries. Inaug. Dis., Tiibingen. 1876 

Groenouw. 

Pergen. 

Traquair. 
p. 159. 


Graefe-Saemisch Handbuch, 1904, p. 305. 
Ann d’Ocul., 1896, v. 115, p. 5 
Introduction to clinical perimetry. Ed. 2, St. Louis, C. V. Mosby Co., 1932, 


* Peter. Principles and practice of perimetry. Ed. 3, Philadelphia, Lea and Febiger, 


1931, p. 161. 
* Singer. 


Beitr. z. Augenh., 1904, v. 6, p. 1. 


DETACHMENT AND RUPTURE OF THE RETINA 


A. Hacepoorn, M.D. 
AMSTERDAM, HOLLAND 


Rupture of the retina was induced in three rabbit eyes by suction through a cannula. 
There was no hemorrhage nor injury of the pigmented epithelium in these cases. In each 
case the rupture healed without causing detachment of the retina. From the University 


Eye Clinic. 


At the international congress in Am- 
sterdam, Gonin showed what excellent 
results he had obtained by his method 
of cauterizing a rupture in the retina 


Fig. 1 (Hagedoorn). The fresh lesion in 
experiment 1, 


in cases of detachment. These results 
have since been confirmed by various 
authors. 

The importance of a rupture for a 
detachment of the retina is the theo- 
retical basis of the therapeutic proce- 
dure of Gonin. As the exact localization 
of this hole became a matter of the 
greatest practical importance, much 
more trouble was taken to discover it. 
So it was shown, that—often only after 
a repeated and prolonged, careful in- 
spection—in nearly every case of a de- 
tachment of the retina a rupture is seen. 

This recent work recalls the interest- 
— of Birch-Hirschfeld in 


By means of a cannula this author sucked 
off a certain quantity of vitreous fluid in rab- 
bits, and so got an artificial detachment of 
the retina. Now it appeared that in cases 
which showed no tendency to cure, there 
was always seen a rupture of the retina, 
while in cases in which the detachment had 
disappeared after some time no rupture 
could be found. In his therapeutic conclu- 
sions, however, Birch-Hirschfeld did not suf- 
ficiently take advantage of his discovery and 
in clinical cases he tried the method of in- 


jecting fluid into the vitreous. 


These experimental facts have re- 
cently been confirmed by Lobeck. It 
seemed interesting to repeat the experi- 
ments of Birch-Hirschfeld and to study 
Gonin’s therapeutic method. Before do- 
ing so, however, I wanted to know 
whether a rupture of the retina is really 
an important factor in the etiology of 
a retinal detachment or if it is only a 
symptom, a result of the same factors 
which cause the detachment, but of no 
direct etiological importance itself. 

I will now describe my method, by 
which a hole in the retina can be made 
artificially, with the least possible in- 
jury to the eye. 

First I tried the method of Prof. Zee- 
man in his experiments on the projec- 
tion of the retina on the brain. How- 


Fig. 2 (Hagedoorn). The cicatrix in ex- 
periment 1. 


ever, it proved to be impossible to make 
a lesion of the retina only sufficiently 
large so that a detachment might be 
expected. 

A blunt cannula, such as used in irri- 
gating the lacrimal passages, was intro- 
duced into the vitreous through a trep- 
anation opening in the sclera not far 
from the limbus. A syringe was con- 
nected with this cannula by means of 
a thick-walled rubber tube. The can- 
nula could be followed ophthalmoscopi- 
cally on its way through the vitreous. 
When the end of the cannula was seen 
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to touch the retina it was retracted 
about a millimeter and an assistant 
made a careful aspirating movement 
with the piston of the syringe. Thus 
the dense part of the vitreous in juxta- 
position to the retina and the retina it- 
self were sucked into the opening of 
the cannula. In the well-operated cases 
a rupture of the retina without a hem- 
orrhage was the result. 

Prof. Zeeman operated on the first 
two animals. 

Experiment 1. A large peripherally 
situated rupture, with the tips of the 
ruptured retina turned inwards into the 
vitreous was produced (fig. 1). This 
formidable rupture healed in 25 days, 
leaving a white cicatrix as after cho- 
roiditis. With the exception of a slight 
haziness of the retina in the immediate 
circumference during the first few days 
after the operation, no further patho- 
logical condition was observed. Figure 
2 shows the cicatrix. 

Experiment 2. A very small hole was 
found to have been made in the retina 
next to the fibers of the optic nerve. 


Fig. 3 (Hagedoorn). The cicatrix in ex- 
periment 2. Below and to the left are pig- 
ment anomalies. Above are the medullated 
fibers of the papilla. The white area below 
is due to irregular illumination. 


No tips were seen round the edge of 
the hole, as the missing part of the 
retina had disappeared altogether, hav- 


ing probably been aspirated into the 
cannula. The pigmented epithelium 
was not damaged and only a slight 
haziness in the immediate circumfer- 
ence was seen. I cannot show a photo- 
graph of the fresh lesion as I did not 
succeed in getting a picture sufficiently 
clear to be reproduced here. Figure 3 
shows the white cicatrix that finally 
remained. 

A third lesion, induced by the author, 
was also situated very near to the med- 
ullary fibers. The part of the retina 


Fig. 4 (Hagedoorn). The fresh lesion in 
experiment 3. The white area in the hole is a 
reflex. 


torn off and lost was much larger than 
that in the second experiment and was 
kidney-shaped. Even here a detach- 
ment did not develop. Twenty-five days 
later the pigmented epithelium showed 
marked anomalies over the entire sur- 
face of the lesion; in the centre a white 
area was seen, a transitional stage to 
that in figure 3. Figure 4 shows the 
fresh lesion. 

The photographs had to be taken un- 
der general anesthesia. 

These three cases differing so widely 
are yet so uniform in their results that 
though the number is small they prove 
that in a healthy rabbit’s eye a rupture 
of the retina alone is not followed by 
a detachment. 

University Eye Clinic 
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THE KEELER DECAGON OPHTHALMOSCOPE AS A 
REFRACTOMETER 


ConrAD BERENS, M.D. 
AND 


CHARLES K. McLAuGHLIN, M.D. 
NEW YORK, N.Y. 


This is an unbiased appraisal of a new instrument with regard to its accuracy in the 
determination of errors of refraction and its usefulness in estimating lesions in the fundus 
and in studying them. This study was aided by a grant from the Ophthalmological Foun- 
dation Inc. From the New York Eye and Ear Infirmary. Read before the New York 
Academy of Medicine, Section on Ophthalmology, February 20, 1933. 


The Keeler Decagon Ophthalmo- 
scope,* which combines an automatic 
refractometer with an ophthalmoscope, 
was studied for the purpose of deter- 
mining its value in simplifying refrac- 
tion. The principal features of the in- 


strument are shown in figures 1 and 2. 
The name of the instrument is derived 
from the ten distinct lens systems 
which may be visualized by referring 
to figure 2. 

The viewing lens system is the well- 
known Morton chain of lenses supple- 
mented by a Rekoss disc containing 
plus and minus powers of lenses and a 
free aperture. The illuminating lens 
system consists of an enclosed drum 
mounting on the back of the instru- 
ment, containing ten lenses in five sys- 
tems, numbered one to five. One com- 
ponent of each system is fixed on the 
rim of the drum while a second element 
is adjustable along the optic axis by 
means of an external lever conveniently 
manipulated by the index finger of the 
hand holding the instrument. 

System No. 1 for direct ophthalmos- 
copy. When the drum is rotated into 
position No. 1, a homogeneous patch of 
light is projected on the fundus over a 
large field for use in direct ophthal- 
moscopy. 

System No. 2 for indirect ophthal- 
moscopy or for retinoscopy with the 
plane mirror. By adjusting the focusing 
lever a narrow beam of light may be 


*Messrs. C. Davis Keeler & Son, London, 
England. 


Fig. 1 (Berens and McLaughlin). Keeler 
Decagon Ophthalmoscope (front view). A, 
illuminated indicator (visible in the dark) 
showing the power of the Morton lens in 
use. B, focusing lever. C, magnifying lens 
over the dioptric scale which gives the read- 
ing of refractive error. D, screws which ad- 
just the position of the electric bulb for cor- 
rect centering of the light on the mirror. E, 
table of constants for simple calculation of 
the sizes of objects on the retina. 
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projected for indirect ophthalmoscopy, 
or the light may be adjusted for retinos- 
copy with a plane mirror effect. These 
two types of illumination are apparent- 
ly satisfactory for the examinations for 
which they are intended, and the elec- 
tric retinoscope compares favorably 
with other electric retinoscopes. 
System No. 3 is furnished with a fine 


Fig. 2 (Berens and McLaughlin). Keeler 
Decagon Ophthalmoscope (back view). A, 
the drum containing the ten lens systems in 
five combinations, the positions of which 
coincide with the numbers 1, 2, 3, 4, 5. B, 
the axis dial and magnifying lens which gives 
the degree of the angle of astigmatism. C, 
the filter mounting carrying red-free screen, 
white-light screen, daylight screen, and yel- 
low-ray screen. D, arrow indicating the posi- 
tion at which each lens system is selected 
for use. 


Fig. 3 (Berens and McLaughlin). Slit- 
beam attachment for use when slit-beam 
system No. 3 is replaced by concentrated 
beam for ophthalmoscopy. 


slit beam for examining the anterior 
segment of the eye, or with a more con- 
centrated smaller patch of light for di- 
rect ophthalmoscopy. If the concentrat- 
ed light is selected, a special head (fig. 
3) is available for producing slit-beam 
illumination. 

System No. 4. Refractometer. When 
the drum is rotated into this position 
an image of a graticule (fig. 4), which 
is of value in studying errors of refrac- 
tion, may be projected on the retina. 

System No. 5. The Morgan retinal 
graticule for measuring and locating 
the position of fundus lesions. The ta- 
ble of constants on the handle of the 


Fig. 4 (Berens and McLaughlin). Grati- 
cule for use with the refractometer. 
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instrument is an aid in making the 
measurements more accurate, as the 
value of each square projected on the 
fundus varies with the amount of 
ametropia. In an emmetropic eye the 
value of each square is .1408 mm. The 
central large square has lines of vary- 
ing thickness extending from the sides 
which permit approximate measure- 
ment of blood vessels or fundus lesions 
one third the size of a single small 
square. 


Illumination of the Keeler 
Ophthalmoscope 


A study of the illumination was made 
by Dr. LeGrand H. Hardy who report- 
ed as follows: “The output of luminous 
flux from the lamp is widely variable. 
The most efficient method of obtaining 
the relative energy distribution from 
such a lamp is to determine its apparent 
color temperature under different oper- 
ating conditions and choose the most 
usual. At a given color temperature the 
output approximates the curve of a 
black-body radiation with less error 
than that produced by many ordinarily 
uncontrolled factors. 

“Operated at the stated voltage (2.7 
volts) with the present batteries full 
on, the apparent color temperature is 
near 2500 degrees Kelvin. With new 
batteries introduced this color tempera- 
ture was increased (at 3.0 volts) some- 
what and, of course, as the batteries 
deteriorate the color temperature 
drops. With fairly fresh batteries the 
lamp used has the apparent color tem- 
perature of that of a black body at 2500 
degrees Kelvin. The relative energy 
distribution of such a body has been 
accurately determined at the Bureau of 


Standards? and the curve of such dis-. 


tribution over the visible spectrum is 
noted in table 1. 

“The relative amount of energy 
given off by the source at any given 
wave length, multiplied by the trans- 
mission factor of the filter at that wave 
length, will give the relative energy de- 
livered by the filter (energy multiplied 
by transmission, ET). This, multiplied 
by the visibility curve of the eye?, will 
give the relative visibility value of the 
light coming from the source through 


the filter (energy multiplied by trans- 
mission multiplied by visibility, ETV). 
Finally, ETV (energy multiplied by 
transmission multiplied by visibility) 
divided by EV (energy multiplied by 
visibility) gives the total transmission 
of the filter. These data are included in 
the table. Calculated in this manner, 
the total transmission of the filter is 
17.23 percent.” 


Examination of the green filter of 
Keeler Decagon Ophthalmoscope 
No. 81. 


There is a filter mounting which pro- 
vides red-free and daylight illumination 
for use in conjunction with any of the 
examinations. The red-free light ob- 
tained was also studied by Doctor 
Hardy whose report is as follows: 


“The green filter in this particular 
ophthalmoscope is very defective, as 
the laminations have separated and the 
central area has curled and warped. As 
a result it refracts and disperses light 
irregularly to such a degree that only 
an impractically small area is suitable 
for measurements. In justice to Mr. 
Keeler it should be noted that this par- 
ticular filter is probably far below par. 
Yet the defects it exhibits are those 
likely to occur in any gelatin filter, par- 
ticularly of this size and shape. The 
mounting is partly responsible for this 
condition as it consists merely of a wire 
ring set in a cylinder, with no provision 
for tightening or for other adjustments. 

“A number of measurements were 
made which, taken in conjunction with 
information supplied by Mr. Keeler, in- 
dicated that the filter is a Wratten No. 
61. Its transmission extends from 495 
m.mu to 607 m.mu with maximum lu- 
minosity at 545 m.mu. Wratten No. 61 
transmits from 490 m.mu to 600 m.mu 
with maximum at 530 m.mu at which 
wave length it transmits approximately 
50 percent of the light. Its total trans- 
mission is 11.0 percent of the total light 
used by the Eastman calibrating labo- 
ratories*. This light being qualitatively 
different from that produced in the 
Keeler Ophthalmoscope, the figures on 
total transmission need not agree. 

“The filter thus transmits a wave 
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band 110 m.mu wide. Ames and Proc- wave length or the error due to chro- 
tor have furnished figures on the chro- matic aberration will offset the clarity 
matic aberration of the eye and Fried- gained by using monochromatic light. 
enwald states that if we accept these Nevertheless, Friedenwald approves of 
figures the extremes in the band must Wratten No. 61 when a weak source 
not differ by more than 70 m.mu in of light is to be used, retaining Wratten 


Table 1 


CERTAIN PROPERTIES OF THE GREEN FILTER IN RELATION TO ILLUMINATION* 
Apparent color temperature of lamp: 2500° Kelvin 


= Relative V Relative Relative 
Wave Lengths in|ion of Filter) | Transmitted] Visibilitytt | Visibility of | Visibility of 
a 61 P Energy Lamp Energy Light 

380 — — — — — — 

400 ~ 8.9 .0004 .0036 

10 11.2 0012 0134 

20 13.8 .0040 0552 

30 16.9 _ .0116 1960 _ 

40 one 20.4 .0230 

450 24.3 .0380 .9234 

60 28.8 _ .0600 1.7280 

70 33.7 .0910 3.0667 one 

80 39.1 1390 5.4349 
Cut off 90 .025 45.1 1.1275 .2080 9.3808 
496 500 .178 51.5 9.1670 3230 16.6345 2.9609 
10 .338 58.5 19.7730 .5030 29.4255 9.9458 
20 479 65.8 31.5182 .7100 46.7180 22.3779 
Maximum 30 524 73.6 38.5664 .8620 63.4432 33.2442 
Luminosity 49 .479 82.0 39.2780 .9540 78.2280 37.4712 
545 550 90.8 34.5948 .9950 90.3460 34.4218 
60 .257 100.0 25.7000 .9950 99.5000 25.5715 
70 144 109.5 15.7680 9520 104.2440 15.0111 
80 063 119.5 7.5285 .8700 103.9650 6.5498 
90 .022 129.7 2.8534 .7570 98.1829 2.1600 
Cutoff .005 140.2 .7010 6310 88.4662 4423 

602 10 151.0 une .5030 75.9530 

20 162.1 .3810 61.7220 

30 173.2 2650 45.8980 — 

40 184.6 .1750 32.3050 - 

60 _ 207.9 .0610 12.6819 

70 219.7 .0320 7.0304 

80 ~ 231.2 one .0170 3.9304 _ 

90 242.7 .0082 1.9901 

700 254.4 0041 1.0430 ~ 

10 266.2 0021 5590 

20 — 277.4 00105 2913 


ZETV 90 .3 
Total transmission of filter calculated from formula 17.23 percent. Where 


indicates summation of values at 10 m.mu intervals; E=relative energy of source at 10 m.mu inter- 
vals; T =transmission of filter at 10 m.mu intervals and V =International Commission on Illumina- 
tion standard-visibility values at 10 m.mu intervals. All values taken between 380 and 720 m.mu. 

Note: With Zeiss grating spectroscope cut off is measured at 6070 Angstrém units (607 millimicrons). 
The Lauber-Vogt red-free filter transmits 440 to 570 millimicrons. This is a bluish-green filter with 
much less transmission of the red end of the spectrum. The final criterion, according to Vogt, is 
visual: to see the canary yellow spot at the macula. 

* Measurements and calculations carried out by Doctor Hardy. 

+t Research Laboratory Eastman Kodak Company, Wratten Filter, 1932. 

** Bureau of Standards, Miscellaneous Publication, No. 56. 

tt International Commission on Illumination, Bureau of Standards, Miscellaneous Publication, 
No. 114, Table 10. 
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No. 62 (510-570 m.mu) for use in his 
ophthalmoscope which utilizes a much 
higher intensity of illumination from 
the filament. The Zeiss Company be- 
lieves neither filter is acceptable, and 
insists that an arc light is essential for 
obtaining proper red-free light. The 
Zeiss filter of Lauber-Vogt has a wider 
band but transmits much less of the 
red end of the spectrum (440-570 
m.mu). 

“In brief, we should note that gelatin 
filters are not the most suitable for this 
type of service, particularly when not 
well mounted; that the transmission 
band exceeds the limits allowed for ef- 
fective monochromatic illumination; 
and that the transmission extends sus- 
piciously close to the red band. On the 
other hand, Wratten No. 61 is probably 
as good a filter as is available for use 
with a battery-handle ophthalmoscope. 
Complete study of the green filter is 
shown in table 1.” 

If a fresh battery and a good bulb 
are used and if the room is darkened, a 
fairly satisfactory view of the fundus 
may be obtained with this light which 
is approximately red free. 

These are the essential features of 
the instrument, the most novel of which 
is system No. 4 for estimating errors 
of refraction. 


Technic of using the refractometer 


This method of estimating errors of 
refraction is much simpler to learn than 
retinoscopy and consumes less time in 
practice, although it is apparently not 
so accurate as retinoscopy by an ex- 
perienced retinoscopist. For accurate 
results a cycloplegic must be used, but 
a fairly accurate estimation of the 
spherical error may be obtained in pa- 
tients who can relax accommodation 
while fixing a distant object. 

The fundus must first be examined 
by system No. 1 (direct ophthalmos- 
copy). The weakest minus or the 
strongest plus lens is selected that 
gives the observer a sharply defined 
view of the smallest vessels between 
the optic disc and the macula. Unless 
this condition is observed it will be 
impossible to determine at which point 
the image of the graticule (fig. 4) is at 


an exact focus. When this is accom- 
plished the drum is rotated to position 
No. 4, and the ophthalmoscopic mirror 
is held 2 cm. from the cornea. 

The image of the graticule in system 
No. 4, which is projected on the retina, 
is observed by the direct method of 
ophthalmoscopy. The image of this 
graticule can be brought to a sharp 
focus by adjustment of the focusing 
lever, and when correctly adjusted 
gives an automatic reading of the pow- 
er of the spherical lens necessary to 
correct the error of refraction. 

In the case of a simple error of re- 
fraction, i.e., myopia or hyperopia, the 
entire image can be brought to a sharp 


FIG.5 A 


B 
FIG. 5 
FIG.5 F 


Fig. 5 (Berens and McLaughlin). Various 
appearances of the graticule when projected 
on the retina for estimating errors of refrac- 
tion. A, squares as they appear when in 
focus in emmetropia, myopia and hyperopia. 
B, squares as they appear when out of focus 
in simple myopia or hyperopia. C, D, E, F, 
squares as they appear in estimating astig- 
matic errors. 
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definition as illustrated in fig. 5A, and 
at this point gives an automatic reading 
of the error of refraction. In cases of 
astigmatism, however, it will be impos- 
sible to obtain a sharp definition of the 
entire graticule. In an astigmatic eye, 
owing to differences in the refractive 
errors usually in opposite meridians, 
lines in one direction on the graticule 
appear out of focus, while those in the 
opposite meridian are in sharp defini- 
tion. It is readily understood that this 
is due to the two differing focal lengths 
which cannot produce sharp definitions 
on a fixed plane at the same time. Fig- 
ure 5 shows that the center line con- 
sists of a number of minute squares, 
and even low degrees of astigmatism 
are discernible by throwing the entire 
image slightly out of focus. This has 
the effect of distorting the squares to 
oblongs, and it is the direction of this 
elongation which indicates the axis of 
the astigmatism. 

In cases of ordinary spherical error, 
i.e., myopia or hyperopia, the squares 
in focus will appear quite sharp (fig. 
5A), but if thrown out of focus will be 
distorted equally on all sides (fig. 5B). 
In astigmatism when the squares are 
thrown slightly out of focus one way 
or the other, the distortion will appear 
first as in figure 5C and then as in fig- 
ure 5D. It is the distortion of one pair 
of sides or the other which gives the 
squares an oblong appearance and in- 
dicates astigmatism. 

Therefore, if the line of squares is in 
the horizontal meridian, throw them 
out of focus until the distortion takes 
place as in figure 5E. Then without al- 
tering the focusing lever, rotate the line 
of squares to the opposite meridian, and 
the image will appear as in figure 5D, 
which indicates one chief meridian. 
Proceed now to alter the focusing lever 
until the divisions between the squares 
are sharply defined and the image will 
appear as in figure 5C. At this point 
take the reading of the amount of er- 
ror of refraction and the angles of the 
meridian. Now rotate the squares 
through 90 degrees and the image will 
appear as in figure 5F. Notice that the 
divisions are now blurred again, so fo- 
cus to obtain sharp divisions between 


the squares as in figure 5E. Then the 
dioptric scale will indicate the degree 
of error of refraction and the meridian 
is indicated on the axis dial. 

Our observation has been that when 
using a stronger minus lens to observe 
the fundus than the patient required, 
the readings showed an increase of one- 
half to one diopter on the minus side. 


Example of the method of determining 
the error of refraction with the 
refractometer , 


With the drum set at position No. 1 
a small blood vessel between the disc 
and the macula running at a 90-degree 
meridian was clearly focused with the 
greatest amount of plus sphere with 
which it could be clearly seen. The 
drum was rotated to position No. 4 with 
the axis dial set at zero. The focusing 
lever was moved up and down and the 
squares were found to elongate in the 
180-degree and in the 90-degree merid- 
ians; therefore, the principal merid- 
ians were 90 degrees and 180 degrees. 
The image was then focused so that the 
spaces between the squares were sharp- 
ly defined. The reading was found to 
be +3.00 diopters. 

The drum was again set at position 
No. 1 and a vessel between the disc and 
macula running in the 180-degree me- 
ridian was focused clearly through the 
strongest plus lens that did not blur the 
image. Then the drum was again ro- 
tated to position No. 4 with the axis 
dial set at 90 degrees and the graticule 
focused so that the spaces between the 
squares were sharply defined. The read- 
ing then was found to be +1.50 diop- 
ters. The findings were noted in this 
manner: 

+1.50 
axis 90° 
+ 3.00 


The acceptance should have been +1.50 
D. sph. <= +1.50 D. cyl. axis 90°. 

The fine white lines running at right 
angles on each side of the center row 
of squares add to the accuracy of the 
instrument. The test with the lines is 
so sensitive that it is almost impossible 
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to see them until they are in correct 
focus. 

The theory of the refractometer is 
based upon the fact that the emmetro- 
pic eye accurately focuses parallel light 
rays on the retina when accommodation 
is relaxed. The instrument is so cali- 
brated that parallel light is focused at 
zero on the dioptric scale, while move- 
ment of the focusing lens one way or 
the other produces convergent or diver- 
gent rays up to plus 10 and minus 10 
diopters. The error of refraction is de- 
termined, therefore, by measuring the 
amount of convergence or divergence 


tion, the patient’s error of refraction 
was estimated with the refracting unit 
of the Keeler Decagon Ophthalmo- 
scope. Then retinoscopy was performed 
at one meter with a plane-mirror retino- 
scope. 

Static refraction was then determined 
at twenty feet by inserting the retino- 
scopic finding in a trial frame and gra- 
dually adding minus lenses until the 
best vision was obtained. The axis and 
amount of astigmatism were checked by 
the use of the cross cylinder*. A com- 
parison of the estimation of the error 
of refraction with the refractometer 


Table 3 


ERROR OF KEELER REFRACTOMETER AND RETINOSCOPY AS COMPARED 
WITH STATIC ACCEPTANCE 


Number of cases—thirty (60 eyes) 


Greatest spherical error 
Greatest cylindrical error 
Greatest error in the axis of astigmatism 


Greatest error in axis of cylinders greater than one 


diopter 
Average spherical error 
Average cylindrical error 
Average error in the axis of astigmatism 


Number of eyes in which a cylinder was accepted 
but not found by retinoscopy or with the refracto- 


meter 
Greatest cylinder accepted but not found 
Average cylinder accepted but not foutiu 


Number of eyes in which a cylinder was found but 


not accepted 
Greatest cylinder found but not accepted 
Average cylinder found but not accepted 


Keeler Retinoscopy 
2.00 Diopters 1.00 Diopter 
2.25 Diopters 1.00 Diopter 
45 Degrees 15 Degrees 

15 Degrees 10 Degrees 
0.70 Diopter 0.16 Diopter 
0.64 Diopter 0.27 Diopter 

11.1 Degrees 1.1 Degrees 

18 9 
1.50 Diopters 0.50 Diopter 
0.83 Diopter 0.36 Diopter 
5 5 
1.00 Diopter 0.25 Diopter 
0.70 Diopter 0.25 Diopter 


from parallelism, expressed in diopters 
necessary to obtain a sharp focus on the 
fundus. 


Comparison of the refractometer with 
retinoscopy and cycloplegic- and 
postcycloplegic-test acceptance 


Procedure. Cycloplegia: (a) In pa- 
tients up to sixty years a two-percent 
solution of homatropine and cocaine 
was instilled six times at ten-minute 
intervals. 

(b) Children under twelve years of 
age received three instillations of a one- 
percent solution of atropine every day 
for three days prior to examination. 

When cycloplegia was complete, i.e., 
less than 0.75 diopter of accommoda- 


unit, retinoscopy, and the cycloplegic 
and postcycloplegic acceptance is 
shown in tables 2 and 3. 


The Morgan retinal graticule 


The Morgan graticule for the loca- 
tion and measurement of objects on the 
fundus, divides the fundus into a num- 
ber of small squares so that it appears 
as though seen through the ruling of 
a graph chart (fig. 6). 

When system No. 5 is rotated into 
position and the patient’s accommoda- 
tion is paralyzed, if the mirror is held 
steadily at 2 cm. from the eye, a fairly 
accurate determination of the size of a 
fundus lesion may be obtained. The ob- 
server's accommodation does not intro- 
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duce an error into the dioptric reading 
because the conjugate foci of the focus- 
ing system are not affected thereby. 
With the weakest minus or strongest 
plus lens that gives good definition, a 
clear picture of the object to be meas- 
ured is obtained. The focusing lever is 
used to obtain sharp definition of the 
lines of the Morgan graticule and the 
squares are counted for any desired 
measurement. The number of squares 
is multiplied by the number indicated 
in table 4 which corresponds to the pa- 
tient’s error of refraction. Ruled charts 
are supplied for recording these data 
but a diagram, to which the values in 
millimeters are affixed, suffices. 

Every adjustment is so simplified 
that after a little practice with the in- 
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Fig. 6 (Berens and McLaughlin). A case 
of disciform degeneration of the macula in 
an emmetropic right eye. The fundus was 
first examined with the ophthalmoscope set 
at position No. 1 on the drum. The lesion was 
clearly focused. The drum was then rotated 
to position No. 5 and the Morgan graticule 
was clearly focused on the retina and ad- 
justed so that heavy lines touched a horizon- 
tal and a vertical boundary of the lesion. The 
measurement was readily determined to be 
eight squares horizontally and nine squares 
vertically. The distance from the disc was 
found to be ten and one-half squares. The 
reading on the dioptric scale was zero, there- 
fore each square represented 0.1408. The 
lesion measured in the horizontal meridian 
1.1364 mm. (0.1408 multiplied by 8). In the 
vertical meridian the lesion measured 1.2672 
mm. (0.1408 multiplied by 9). The distance 
of the nasal border of the lesion from the 
optic disc was 1.4784 mm. (0.1408 multiplied 
by 10%). 


Table 4 


THE DIOPTRIC SCALE OF MEASUREMENTS FOR USE 
WITH THE MORGAN RETINAL GRATICULE 


Size of each square in 


Dioptric power 
millimeters 


.1414 
. 1418 
. 1420 
1422 
1422 
. 1420 
.1420 
.1418 
.1416 
.1412 
1408 
1402 
1394 
. 1382 
1368 
. 1348 
.1324 
.1296 
.1256 
9 .1194 
—10 . 1090 


| 


strument the use of each system be- 
comes automatic. The quality of the 
definition obtained in each special ex- 
amination is due to the arrangement of 
the lens system. Most ophthalmoscopes 
use the same system of lenses in differ- 
ently adjusted positions for all pur- 
poses. In this instrument a separate and 
especially computed lens system is se- 
lected for each function. 


Conclusions 

1. In simple hyperopia and myopia 
the error of refraction can usually be 
determined within 0.5 to 1.0 diopter, 
in many instances within 0.25 diopter. 

2. In astigmatism greater than 1.50 
diopter, the axis can usually be deter- 
mined within 15 degrees and _ the 
strength of the cylinder within 0.5 to 
1.0 diopter. 

3. The concentrated beam of illumin- 
ation supplied in System No. 3 com- 
pares favorably with that of other 
standard ophthalmoscopes and is of 
value in examining the fundus through 
the undilated pupil. 

4. The retinoscope compares favor- 
ably with other electric retinoscopes 
with regard to clarity of the image and 
accuracy of the results obtained. 


it 
)- 
e 
d 
1- 
4 
e 
O 


414 


5. Provided the distance of the instru- 
ment from the cornea is constant, the 
Morgan retinal graticule permits a fair- 
ly accurate estimation of the size and 
position of lesions of the fundus. If the 
directions for using the graticule are 
followed, it is of value in estimating the 
approximate size of lesions of the fun- 
dus in the same patient from day to 
day. 


H. ROMMEL HILDRETH 


6. The red-free filter is probably the 
best obtainable for a battery-handle 
ophthalmoscope: The red-free illumina- 
tion obtained is of value for special 
studies of lesions if the battery is fully 
charged, if the lamp is in good condi- 
tion, and if the fundus is examined in 
a darkened room. 


35 East Seventieth Street. 
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A SURGICAL ULTRAVIOLET LAMP AS AN AID TO THE 
REMOVAL OF DISLOCATED LENSES 


H. RomMmet M.D. 
SAINT LOUIS 


The crystalline lens fluoresces brightly under ultraviolet light. A lamp emitting the 
proper light has been designed and a technic devised for using it at the operating table, 
as an aid in the removal of dislocated lenses. From the Department of Ophthalmology, 


Washington University School of Medicine. 


Dislocation of the crystalline lens 
into the vitreous is not a common con- 
dition, but when it does occur, it is all- 
important to that patient. Sooner or 
later complications are the rule, sec- 
ondary glaucoma being common, and it 
becomes necessary to remove the lens. 
Generally the removal of such a lens 
is a difficult procedure, chiefly because 
of the inability to locate the lens after 
the eye is opened. There will be differ- 
ences of opinion as to when such a lens 
should be removed. It is not the intent 
of this paper to discuss that phase but 
rather to present a method of making 
the lens easily visible throughout the 
operation, in order to facilitate its re- 
moval whenever the surgeon may deem 
it advisable. 

The crystalline lens has the property 
of fluorescing under ultraviolet light, 
and when conditions of illumination are 
correct, the lens can be seen to glow 
brilliantly wherever it may lie within 
the eye. This phenomenon is present 
in both the normal and the cataractous 


lens. The rays most potent in this ef- 
fect are those just below visible violet, 
or in other words, the long ultraviolet 
rays. These rays are inactive biological- 
ly and will not cause an ultraviolet 
burn. They also pass readily through 
ordinary glass. 

The problem of utilizing this phe- 
nomenon in the removal of dislocated 
lenses evolves itself into developing 
some simple, practical means of get- 
ting the ultraviolet light into the eye. 
It would be desirable to direct the light 
into the eye with the patient on the op- 
erating table in the usual position for 
operating and to have the light under 
the control of the surgeon during the 
entire procedure. 

Different types of ultraviolet gener- 
ators have been tried, but the carbon- 
arc was finally chosen chiefly because 
of its extreme intensity of radiation, 
which is strong enough to allow one 
to operate in a _ well-lighted room. 
Either direct or alternating current can 
be used, and no water cooling is re- 
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quired as with some mercury-arc lamps. 

In order to demonstrate the fluores- 
cent effect, the greatest part of the 
visible light must be removed but of 
course the ultraviolet rays must be left. 
This is done by using a violet glass that 
may be obtained from the Corning 
Glass Works of Corning, New York, 
under the trade name Heat Resisting 
Red Purple Ultra. This glass transmits 
a faint violet light, enough to enable 
one to observe the direction of the radi- 
ant beam. It transmits strongly in the 
long ultraviolet band but absorbs the 
short, biologically active ultraviolet 
rays and also the heat rays. The glass 
is not undyly fragile and will withstand 
the heat from the arc. 

A 2-inch diameter disc of this glass 
3 mm. thick, together with a similar 
sized +16 diopter cataract lens, is 
mounted 4 cm. in front of the arc. A 
panel cut from ordinary sheet-metal, 
with a central aperture to take the filter 
and lens, is attached to the front of the 
arc chamber. The are that was chosen 
is a standard Bausch and Lomb prod- 
uct, used in microprojectors and thera- 
peutic lamps. The lamp is mounted on 
a base with the beam pointing upward 
at a 45 degree angle. 

It was considered unhandy and un- 
safe to have the lamp above the pa- 
tient, pointed into the eye. In this po- 
sition, moreover, the head of the sur- 
geon would obstruct the beam of light. 
Therefore the lamp is placed on a stand 
beside the operating table, below the 
level of the patient. The beam is 
pointed at the surgeon’s head and is 
reflected into the patient’s eye by an 
ordinary headmirror, which acts as a re- 
flecting ophthalmoscope in this case 
and places the light beam under the 
control of the surgeon. A converging 
beam falls on the eye, the size and con- 
centration of the field of light depend- 
ing on how close the operator’s head 
is to the eye. The faint violet light will 
be just noticeable in an _ ordinarily 
lighted room (the bright surgical light 
of the operating room should be turned 
off while using the lamp), and when 
focused on the pupil, it will cause no 
fundus reflex. The color of the fundus 
is such that violet light is entirely ab- 


sorbed. The lens will stand out bril- 
liantly contrasted in a greenish glow, 
the margins sharply defined. With the 
headmirror properly adjusted, one ob- 
tains good binocular vision. The light- 
ing is such that the lens loop and other 
instruments are adequately seen. 
Whatever procedure one may be in 


Fig. 1 (Hildreth). Surgical ultraviolet lamp. 


the habit of following in such cases, the 
use of the lamp will be a distinct help 
at the moment of seeking the lens. The 
author prefers a thoroughly adrenal- 
ized pupil, Van Lint akinesia and retro- 
bulbar injection of novocain. 

Only two references to such a pro- 
cedure are found in the literature, both 
made by French observers. They both 
use the carbon arc but do not describe 
their technic. These two authors also 
recommend the use of ultraviolet light 
to demonstrate lens cortex in cataract 
extraction. This has not proven of any 
special value in the ordinary senile 
cataract operation, for most of the cor- 
tex is sufficiently apparent with ordi- 
nary light. This lamp, however, is to 
be recommended as an aid in perform- 
ing the Barkan operation, for often 
there is a large amount of clear cortex 
in cases suitable for this operation. 
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of the lens being in the anterior cham- 


ber. 
824 Metropolitan building. 


Finally, the condensed light from this 
lamp may be of some assistance in those 
rare cases in which there is a question 
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INTRAOCULAR FOREIGN BODIES 
With a review of eighty cases 


Don MarsHatt, M.D. 
ANN ARBOR, MICHIGAN 


This is a discussion of the results obtained in a series of 80 eyes, 70 percent of which 
were operated upon, the majority successfully. Results of similar series obtained from 
the literature are compared. The writer concludes that the individual case must be studied 
with regard to the advisability of operating and that no prognosis can be made. Read 
before the Section on Ophthalmology, Michigan State Medical Society, at Grand Rapids, 
September 13, 1933. From the Department of Ophthalmology, University Hospital, Ann 


Arbor, Michigan. 


The treatment and prognosis of cases 
of intraocular retention of a foreign 
body have long puzzled the ophthal- 
mologist. Despite the development of 
the ophthalmoscope, magnet, and x-ray, 
the profession still agrees that the prog- 
nosis is serious. As to the proper man- 
agement of these cases, opinions differ. 
The oculist has good precedent for re- 
moving the foreign body at once, and 
for leaving it in situ; for removing it by 
the anterior route, or through the sclera ; 
for employing the magnet as a diagnos- 
tic aid, or for carefully avoiding such 
possible trauma; for waiting for x-ray 
localization, or for hurrying to the op- 
erating room without this information. 
This article attempts briefly to consider 
these problems and, as illustration, to 
present in summary an analysis of 76 
patients, or 80 eyes, examined at the 
University Hospital between 1925 and 
1933. 

Diagnosis 


The importance of prompt and accur- 
ate diagnosis is not questioned, and has 
been often emphasized. Nevertheless, 
poor histories, incomplete routine ex- 
aminations, and failure to use the x-ray 
cause many foreign bodies to be over- 
looked. This is malpractice, as pointedly 
stated by Mills and Jeancon’, who add 


that failure to use the x-ray is in many 
cases negligence, both in the eyes of the 
law and in the opinion of established 
ophthalmic practice. Thorough objec- 
tive examination, together with x-ray 
(which, however, is not infallible), will 
usually establish a diagnosis. In the 
past, before the discovery of x-ray, much 
faith was placed in the sideroscope. An- 
other procedure that still has many pro- 
ponents is the production of pain with 
the magnet, as a diagnostic test. During 
the war, when x-ray facilities were 
limited, this was a routine procedure at 
many stations”, and even in civil life 
it has a place. Derby’, claiming that we 
overemphasize the x-ray, declared that 
the magnet is the one indispensable test 
for the presence of an intraocular for- 
eign body. Fuchs* gives no warning 
against the diagnostic use of the mag- 
net. But an opposite view is held by 
others® *, who feel that because of its 
unreliability and the trauma to the eye 
attendant upon each movement of the 
foreign body, the magnet is distinctly 
contraindicated as a means of diagnosis. 


Time of extraction 


Before the use of the magnet and 
x-ray, most eyes containing foreign 
bodies were promptly enucleated. More 
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recently, this haste has been directed to- 
ward an early removal of the foreign 
body. These conditions have been con- 
sidered to be surgical emergencies, 
which in the case of fresh injuries could 
not await an x-ray report®. The vast 
amount of clinical experience and statis- 
tical evidence to show that the earlier 
the foreign body is removed the better 
the end result, justifies the majority 
opinion that “speed is essential to suc- 
cess’,” that the foreign body “must be 
extracted at almost any cost®.” 

But there is today a growing belief 
that we should act less percipitately. 
Fuchs‘, after a lifetime of experience, 
advises that we must remove the foreign 
body early, but must not be overhasty, 
the purpose being only to effect removal 
before scar tissue forms. Certainly, in 
view of the numberless cases on record 
of retained foreign bodies in quiet eyes®, 
many of them with excellent vision, and 
in view of the generally poor results that 
have been obtained in the past, we are 
compelled to reconsider our manage- 
ment of these cases and are justified in 
trying new principles. Green, in 19217°, 
pointed to war statistics to show that 
sympathetic ophthalmia is much less 
common than was previously supposed. 
Bulson, in 1925°, after reviewing many 
cases of longstanding intraocular for- 
eign bodies, concluded that we “should 
more often tend to leave the foreign 
body in position, and the eye under 
good observation.” He believed that the 
all-too-frequent loss of vision is due not 
to the foreign body but to degenerative 
changes that usually would ensue even 
though the foreign body were out. 
Kiehle®, continuing this line of reason- 
ing, thought that we exulted too much 
over the “successful” removal of a for- 
eign body, while we had really gained 
nothing for the patient in vision. These 
authors, with Fejer™, believe that the 
act of removal may do more harm than 
the foreign body itself; that the danger 
of sympathetic ophthalmia is as great 
after removal as before ; that precipitous 
treatment is undesirable. 


Route of extraction 


Foreign bodies in the anterior cham- 
ber, iris, or lens are, of course, removed 


through a corneal incision, if not 
through the original wound opening. 
Extraction of foreign bodies resting in 
the vitreous or retina may be attempted 
by the anterior route, or posteriorly 
through a scleral incision. Here again 
opinions differ. Haab preferred the an- 
terior route. Derby® preferred the pos- 
terior route until his war experiences, 
changing then to the anterior. Miles” 
and Verhoeff"® prefer the anterior, while 
McReynolds* and others*® 18 pre- 
fer the posterior. There is another 
group” ** 2° which believes that the 
route of extraction should be determined 
by study of the many factors in each in- 
dividual case, an eclectic path which has 
been followed in the series herein pre- 
sented. 


Summary of eighty cases 


In the summary which follows of a 
study of 80 eyes with intraocular foreign 
bodies, many of the less important and 
more detailed figures are omitted for 
the sake of brevity. 

Incidence. In line with the usual in- 
dustrial origin of this type of injury, all 
of the 76 patients but one were males. 
Forty-seven percent of them were be- 
tween 20 and 40 years old, while 17 per- 
cent were under 10 or over 60. The right 
eye was injured in 55, the left eve in 40, 
and both eyes in 5 percent of all cases. 

Delay postaccident. Since most of our 
patients come from a distance, often re- 
ferred by their local physician, they are 
admitted at varying intervals after their 
accident. Thirty-four percent arrived 
within 3 days of the accident; 21.5 per- 
cent between 3 and 20 days after; and 
20.5 percent later than 1 year. In this 
last group are 5 patients who appeared 
an average of 15 years after the acci- 
dent, the longest interval being 30 years. 
The enforced delay in treatment in this 
series constitutes an important differ- 
ence from series reported by workers in 
industrial centers, where only hours 
need elapse before extraction”. A ma- 
jority, or 65 percent, of the injuries oc- 
curred in the proximity of hammering, 
or of machinery striking against metal. 
Yet 12 percent resulted from dynamite 
or cap explosions, many of the victims 
being children. 
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Pain and vision. In the interval be- 
tween the accident and admission, at 
least 30 percent of the patients had at 
some time had more or less pain. Often 
the pain was a result of ocular reaction 
rather than of the injury itself. On ad- 
mission, 73 percent of the eyes had a 
vision without correction of 6/60 or 
worse, and 6 percent had no vision. Ten 
percent had a vision of 6/15 or better. 

Findings. Examination of the eyes at 
admission showed the following: the 
foreign body entered through the cornea 
in two thirds of the cases, a fraction 
somewhat higher than in Allport’s 
series’. There was moderate iritis in 
42 percent, severe in 16 percent of cases. 
Secondary glaucoma was present in 7.5 
percent. In 26 percent there was com- 
plete, and in 40 percent a partial cataract 
—all traumatic, of course. At least 20 
percent of the eyes had more or less 
vitreous opacities, and 5 percent retinal 
tears. The uninjured eye showed irri- 
tation in 2.5 percent of cases. In 10 
percent it was found, on further ex- 
amination, that there were more than 
two foreign bodies in the eye. 

Of the foreign bodies, 61 percent were 
in the vitreous, 14 percent in the lens, 
10 percent in retina or sclera, the re- 
mainder in the ciliary body, iris, or an- 
terior chamber. In one case the foreign 
body penetrated the globe twice and 
came to rest in the orbit. This total of 
71 percent in the posterior segment cor- 
responds well with the findings of 
Spratt” and of Vancea™’, but is higher 
than the findings of Miles’. Fifty per- 
cent of the particles were less than 2 
mm. in their greatest diameter, but 13 
percent ranged between 4 and 9 mm. 
Over 88 percent were of metal. 

Extraction. Operation for extraction 
of the foreign body was performed on 
70 percent of the 80 eyes, and in this 
group the foreign body was success- 
fully removed in 70 percent of the cases. 
In 30 percent (17 cases) of this group, 
attempts to remove the foreign body 
were unsuccessful. In many of these 
“failures,” the attempted removal took 
place weeks or months after the injury: 
in some the foreign body was expected 
and found to be nonmetallic; in some, 
extraction by the posterior route was 


not attempted, although by the anterior 
route it had failed. In these extractions 
the attitude of the surgeon was not al- 
ways favorable to removing the foreign 
body at almost any cost. Doubtless 
more of the particles could have been 
removed by more strenuous efforts, and 
thus a greater number of “successful” 
extractions listed. Seventy-nine percent 
of the extracted foreign bodies were 
removed by the anterior, and 14 per- 
cent by the posterior route. Seven per- 
cent were removed through the original 
wound. Allport’® used the posterior 
route in 76 percent of his series; Miles’” 
in only 21 percent. In this series 80 per- 
cent of the operations for extraction 
were undertaken within 60 days after 
the accident, and 43 percent within 9 
days ; but only 20 percent within 3 days. 
All of Walker’s 350 cases were operated 
upon within 2 to 8 hours after the in- 
jury”?. 

Postoperatively, two cases developed 
definite retinal detachment. Both were 
cases in which the foreign body was ex- 
tracted by the posterior route. Little 
can be deduced from two lone cases. 
Moore” cites the danger of detachment 
and of vitreous hemorrhage following 
extraction by the posterior route. He 
had two cases of detachment in 41 in- 
traocular-foreign-body cases. Walker?" 
and Allport® ** say that detachment fol- 
lowing removal posteriorly is uncom- 
mon, and although detachment of the 
retina occurred not infrequently in his 
series, Allport prefers the posterior 
route. While Miles’? says that most of 
his posterior-route cases did badly, 
Heckel** warns against hesitating to 
make a scleral opening. McReynolds™ 
agrees that retinal detachment from use 
of the posterior route is uncommon, and 
is not due to the operative route. 

Enucleations. Of the 80 eyes in this 
series, 68 percent were saved; 8 per- 
cent were examined but for various rea- 
sons not treated; 21 percent were enu- 
cleated at varying intervals after the 
accident ; and in 2.4 percent enucleation 
was advised but not performed by us. A 
saved eye is cosmetically often better 
than a prosthesis. On the other hand, 
in this type of case, it is often a constant 
source of danger to the other eye. In 
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two cases there was irritation of the 
uninjured eye on admission; in two 
more it developed later. Thus sympa- 
thetic ophthalmia has a higher incidence 
in this series than in others reported. 
Allport’® had none in 223 cases ; Miles’* 
had none in 78; Walker had a 1-per- 
cent incidence. As to the saving of eyes, 
Miles’ reports at least 6 percent of 
enucleations; Haab** 23 percent; Van- 
cea'® 26 percent; Moore” 29 percent; 
Allport?® 32 percent ; Cridland® 43.5 per- 
cent; Brownlie®> 49 percent; and Wal- 
60 percent. 

The question of enucleation again 
gives the surgeon a difficult problem to 
solve. Allport® says that if neither vis- 
ion nor appearance can be saved, enu- 
cleate. Walker** urges against post- 
ponement of enucleation in cases of re- 
tained foreign body or of injury to the 
ciliary body unless the eye can be kept 
under observation. Nevertheless, Mc- 
Reynolds’ claims that it is perfectly 
safe not to disturb a foreign body that is 
giving rise to no inflammatory reaction. 
An eye should, of course, be removed 
at once if it is evidently ruined, or if it 
is useless and inflamed. But Sherman* 
and Fuchs* advise waiting a week or 
more before so doing in a badly injured 
eye, because it may improve surprising- 
ly. 

The seventeen enucleations in this 
series were done in four cases for in- 
fection and panophthalmitis; in four 
cases for sympathetic ophthalmia; in 
five cases because of violent uveitis; in 
two cases because the eye was blind and 
painful ; in one case for secondary glau- 
coma with a useless eye ; and in one case 
because of extensive vitreous hemor- 
rhage with detached retina. 

Hospitalization. Our patients in most 
instances came from afar, and could not 
return to localities or industries where 
they could be carefully followed and 
given special treatment. Of necessity, 
therefore, they were hospitalized longer 
than industrial patients living in the 
same city would be. There was no hos- 
pitalization for treatment in 5.3 percent 
of the cases; and 6.5 percent were only 
examined, with treatment not indicated, 
or refused. In 78.6 percent of cases hos- 
pitalization was given for a total of 4 
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to 40 days; in 44 percent hospitaliza- 
tion was for a total of over 20 days; and 
in 5.3 percent for a total of 70 to 90 days. 
Moore”, incidentally, advises hospitali- 
zation in all cases for removal of the 
foreign body. 

Visual results. Final vision, after all, 
is about the most important criterion of 
results. The main function of the eye 
is vision; if that is saved little else 
counts. But in a series of this type final 
vision is difficult to determine because 
time is such a vital element, and the 
longer the interval between accident 
and observation, the more likely it is 
that the sight has been lost. The fact 
that loss of vision results usually from 
degenerative changes that take place 
whether the foreign body is in the eye 
or out (Bulson®), renders it patent that 
the significance of visual results in- 
creases in proportion to the interval that 
has elapsed since the time of injury and 
treatment. Kiehle*® emphasizes the point 
that available statistics are woefully de- 
ficient in observations of visual acuity 
over long periods of time. Such a long- 
time observation of a series of patients 
is difficult for any ophthalmologist, 
whether in private practice or in insti- 
tutional work. Proof of the benefit of 
extraction of foreign bodies, and of the 
safety of leaving them in, depends, of 
course, on series of patients observed 
for several years. 

In this series replies were received 
from 30 of the 51 whom we asked about 
the present status of their eyes. Results, 
therefore, are as recent as possible. Final 
vision, so far as is known, of the 80 
eyes is: 

Percent Results 

have 6/15 or better 

3.7. say that they can read with the eye 

6.2 say that they can get around with the 
eye 

have 6/60 or worse 

21.2 are enucleated 

10. are unknown 

Useful vision has, then, been attained 

in a fifth of the cases. Certainly vision 

in many of the other cases could be im- 

proved with refraction and surgical 

treatment of cataracts. Vancea™ reports 

useful vision or better in 14.28 percent 

of his cases ; Walker” in 24 percent ; and 

Miles’? in 30 percent. 
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Analysis 

Seeking, in this series, answers to the 
conflicting questions and opinions on 
the management of intraocular foreign 
bodies, we still cannot reach a definitive 
conclusion. There are 8 cases of vision 
of 6/15 or better with the foreign body 
in the eye—in 6 of these that vision 
has been maintained for over one year 
since the accident, and in 4 of them 
more than six years. But there are 11 
cases of good vision with the foreign 
body out. To support the method of 
watchful waiting, we find 15 cases of 


foreign body in the eye without resultant - 


irritation, 12 of these cases over one 
year later, and 7 over five years later. 
Yet there are 11 cases of a foreign body 
remaining in the eye in which irritation 
did develop (although the irritation 
might have occurred anyway, following 
extraction). There are 20 cases of for- 
eign body remaining in the eye with 
poor vision, in contrast to 16 cases of 
extraction of the foreign body with poor 
visual result. There are 7 cases in which 
the foreign body was removed and the 
eye remained irritable, but 25 in which 
it remained quiet. To support the conten- 
tion that immediate results are mislead- 
ing, that vision should be followed for 
some time, we find 3 cases with excel- 
lent vision after extraction of the metal, 
which later became blind from compli- 
cations. On the other hand, there are 7 
cases of longstanding good vision, 5 of 
them six or more years after the acci- 
dent. Against the command that we 
extract the foreign body at once, we find 
8 cases of good surgical result, and in 
most cases good visual result, in which 
the foreign body was removed from 8 
days to 1% years after the accident, 
and there are 12 cases in which the for- 
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eign body has been in the eye an aver- 
age of 12 years each, in most of them 
with no irritation whatsoever. 

A study of this series reveals, through 
the variation in its results, the reason for 
such diversity of opinion as exists. And, 
too, it shows why the majority have be- 
lieved as they have in removing the for- 
eign body, and that rather promptly. 
For, on the whole, the instances among 
these 80 eyes, in which the foreign body 
was removed without overlong delay, 
were attended with better results in the 
end, as a group. Yet the great number 
and variety of exceptions to this rule 
prove that we have not yet mastered the 
problem, and that very likely we should 
modify our principles of management 
toward less haste, less extraction, and 
more observation. On one point all sta- 
tistics agree—the prognosis is in most 
cases poor; brilliant results are in the 
minority. 


Summary and conclusions 


1. A review is presented of the vary- 
ing opinions with regard to the proper 
management of intraocular foreign 
bodies. 

2. A brief analytical summary is 
made of 80 cases of intraocular foreign 
bodies. 

3. Study of the literature, and of a 
series of cases, supports the contention 
that ophthalmologists should consider 
more carefully the disadvantages of 
hasty extraction of foreign bodies, and 
should, by more observation and less 
meddling, avoid strenuous and damag- 
ing efforts to extract every foreign body. 

4. The prognosis of a case of intra- 
ocular retention of a foreign body is 
generally poor, and in the individual 
case cannot be foretold. 
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THE CILIARY PROCESSES 
Their relation to intraocular surgery 


ALGERNON B. M.D. 
NEW YORK 


The increase in volume and the alteration in position of the ciliary processes are often 


factors to be reckoned with in intraocular surgery, especially in the trephine operation. 
This contribution presents an outline of the influences producing these factors and points 
out the frequency of incarceration and even of excision of the ciliary processes. The 
possible consequences of these complications are discussed, and finally, some measures 
designed to prevent their occurrence are suggested. Read before the Section on Ophthal- 
mology at the Eighty-Fourth Annual Session of the American Medical Association, Mil- 


waukee, June 14, 1933. 


Although as a rule the ciliary proc- 
esses extend for only a short distance 
into the posterior chamber, their ex- 
tension may sometimes be considerable, 
even as far as the equator of the lens or 
farther. In such cases they usually rest 
in close apposition to the posterior sur- 
face of the iris, sometimes lying be- 
tween it and the periphery of the an- 
terior capsule of the lens. They may 
even press against the posterior surface 
of the iris in its periphery sufficiently to 
indent not only the pigment epithelium 
but also the stroma of the iris. 

The conditions which tend to alter the 
ciliary processes and thereby render 
them liable to involvement in intraocu- 
lar operations are: (1) advancing age, 
(2) perforation of the globe, (3) glau- 
coma, and (4) congenital malplacement. 


These four conditions will be discussed 
briefly. 

1. Advancing age. It has been demon- 
strated by Hess’ that the length and 
breadth of the ciliary processes in the 
newborn are strikingly less than in 
adults, and that these dimensions in- 
crease progressively with age (fig. 1). 
This increase in size is not proportion- 
ate to the age but is gradually progres- 
sive, varying in degree and rate in dif- 
ferent persons, and is independent of 
the size of the ciliary muscle occasioned 
by any refractive error which may be 
present. It follows, then, that in the 
newborn there is a considerable distance 
between the tips of the processes and 
the equator of the lens, whereas in the 
adult these tips frequently reach the 
equator or even beyond. 

2. Perforation of the globe. 


The intraocular capillary 
pressure exceeds the intra- 
ocular pressure by 20 or 30 
mm. of mercury in the nor- 
mal eye. At this difference in 
pressure the capillary walls 
allow the slow escape of a 
normal dialysate, but when 
the intraocular pressure is re- 
duced to zero by evacuation 
of the anterior chamber the 
difference in these pressures 
is approximately doubled and 
cannot be sustained by the 
capillary walls. The result is 
an effusion of fluid in all 
the intraocular tissues, the 


Fig. 1 (Hess). A, ciliary processes in newborn. B, cili- 
ary processes in a person aged 80; a, indicates ciliary 
Ge border of pupil. In B 
the processes extend slightly ‘farther than the border of 
the lens, whereas in A there is considerable distance be- 


processes; b, border of lens; 


tween the processes and the lens. 


edema in the ciliary body and 
processes being especially 
marked. Eyes enucleated im- 
mediately following a lacera- 
tion or perforation of the 
cornea or limbus commonly 
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show an increase in volume 
of these structures (fig. 2), 
and the same is true follow- 
ing operative incisions which 
empty the anterior chamber. 
Particularly is the latter true 
in. glaucomatous eyes in 
which the permeability of the 
capillary walls is known to 
be increased and an extra 
burden is placed on them by 
the fact that the intraocular 
pressure before evacuation of 
the anterior chamber is 
usually increased. As Fried- 
enwald? has stated, the evac- 
uation of the anterior cham- 
ber in a glaucomatous eye 
produces the anatomic 
changes in the ciliary body 
and its processes similar to 
those present in acute glau- 
coma. 

3. Glaucoma. In acute and chronic 
congestive glaucoma the volume of the 
ciliary body, particularly its anterior 
portion and its processes, is increased 
by edema. In chronic glaucoma of long 
standing, however, it is common to see 
a small atrophic ciliary body and proc- 
esses, although even in these cases 
Priestley Smith* considered that there 
is evidence to support the contention 
that in the earlier stages they were 


Fig. 2 (Reese). Perforation of the globe at the limbus 
twenty-four hours before enucleation. a, indicates the 
edematous ciliary processes which extend into the posterior 
chamber for almost half the length of the iris; b, hemor- 
rhage; c, scleral spur. 


large, as shown by the frequent occur- 
rence of an imprint or indentation of the 
posterior surface of the iris in its pe- 
riphery, conforming to the size and con- 
tour of a large ciliary process. The re- 
tarded drainage at the filtration angle 
encourages the entrance of an abnormal 
amount of aqueous into the vitreous 
and thus an increase in the vitreous 
volume. This pushes the anterior hya- 
loid membrane forward and narrows the 
posterior chamber. There- 


fore, the edematous ciliary 
processes may be forced not 
only into the posterior cham- 
ber but also against the pos- 
terior surface of the iris (figs. 
10 Aand 5A). 

4. Congenital malplace- 
ment. This consists of ciliary 
processes which arise from 
the posterior surface of the 
iris in its periphery instead 
of from their normal site on 
the corona ciliaris (figs. 3 
and 4). 

When the ciliary processes 
| encroach on the posterior 


Fig. 3 (Reese). A single process on the posterior sur- 
face of the iris. This is a congenital displacement of the 
process. a, indicates the site to which the processes nor- 
mally extend; b, a displaced process; c, scleral spur; d, 


the lens. 


surface of the iris, as de- 
scribed in the aforemen- 
tioned conditions, they lend 
themselves to incarceration 
and even excision when op- 
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erations are performed on the periphery 
of the iris. This is especially true in the 
case of the trephine operation. The mi- 
croscopic examination of seven eyes on 
which trephining had been performed 
disclosed incarcerated ciliary processes 
in six and excision of the ciliary proc- 
esses in two (figs. 5, 6, 7, 8, 9 and 10). 


In addition, one eye on which a La- 
grange operation had been performed 


site of the incarcerated processes. How- 
ever, changes in the position of the lens 
in mocroscopic specimens are not an en- 
tirely reliable index of the actual con- 
ditions in vivo. 

Following the trephine operation, it 
is not unusual to see clinically a low- 
grade iritis, generally called quiet iritis, 
characterized by an unusual amount of 
pigment proliferation. Many observers 

have confirmed the frequency 


of this condition, which, ac- 
cording to various reports oc- 
curs in from 10 to 25 percent 
or more of the cases and is 
commoner in eyes which are 
affected by congestive glau- 
coma. Explanations of its 
cause include an insufficient 
use of atropine*, tug on the 
iris’, foreign substance in the 
wound or anterior chamber 
from the trephine instru- 
ment®, pressure on the globe 
with the trephine instrument 
when the aqueous is evacu- 
ated, accentuating the move- 
ment of the iris toward the 


— opening*, failure to make a 


Fig. 4 (Reese). Ciliary processes on the posterior sur- complete iridectomy’, and 
face of the iris. There is a congenital displacement of a other factors. 


mass of the stroma of the ciliary body onto the posterior 
surface of the iris a, from which arise the processes b, c, 
and d. The processes normally extend as far as e; f indi- 


In cases of quiet iritis the 
restoration of the anterior 


cates the lens; g, scleral spur; and h, a pectinate ligament. chamber is slow, and in a 


also showed incarcerated processes (fig. 
10). In all of these cases the trephine 
opening was placed at the accepted site 
of approximately half in the cornea and 
half in the sclera. In figure 6 the open- 
ing is generously in the cornea far from 
the scleral spur. In no case is the open- 
ing posterior to the scleral spur or even 
through it, except possibly in figure 10, 
in which the incision seems to include 
part of the spur but certainly none of 
the ciliary body. In figure 7, in which 
the ciliary process was excised, the 
trephine opening had been made 
through a broad peripheral anterior 
synechia into the posterior chamber, 
and a ciliary process, instead of the iris, 
had evidently prolapsed. A striking fea- 
ture of all the eyes examined was iritis 
with proliferation of pigment. Another 
finding was an advancement of the lens, 
sometimes more marked adjacent to the 


short time the proliferation of 
pigment around the pupillary margin 
and over the contiguous anterior cap- 
sule of the lens becomes apparent. The 
tension is usually subnormal. Some- 
times there is an acquired myopia, mani- 
festing itself generally in a decrease of 
two or more diopters in the hyperopia, 
or an acquired myopic astigmatism with 
the rule. Occasionally a diffuse opacity 
of the lens develops gradually after sev- 
eral months or even sooner. 

Whether or not incarceration of the 
ciliary processes in the trephine opera- 
tion leads to untoward complications, 
such incarcerations are frequently ob- 
served not only in the microscopic ex- 
amination of eyes which show the 
changes associated with quiet iritis but 
also in the clinical examination of such 
eyes. Dr. Uribe Troncoso and I have be- 
gun a study with the gonioscope of pa- 
tients with trephine operations. We are 
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Fig. 8 (Reese). Trephine operation for chronic glaucoma. A and B represent opposite sites of the same section. In A, a indicates 
edematous ciliary processes extending into the posterior chamber; b, an anterior peripheral synechia; c, the lens. In B, a indi- 
cates the trephine opening at its margin partially filled with reparative connective tissue; b, two incarcerated and congested ciliary 
processes; c, scleral spur; d, a pectinate ligament; e, the anterior capsule of the lens advanced almost to the posterior surface 
of the cornea. 


Fig. 9 (Reese). Trephine operation for chronic glaucoma. A and B represent opposite sites of the same section. In A, a indicates 
extension of ciliary processes into the posterior chamber; b, peripheral anterior synechiae; c, separation of the pigment epithelium 
from the dilator-muscle layer; d, the lens. In B, a indicates the trephine opening in which several processes, b, are incarcerated; 
c, site of scleral spur close to which the upper border of the trephine opening extends; d, central portion of the iris; e, the lens. 


Fig. 10 (Reese). Lagrange operation for chronic congestive glaucoma. A and B represent opposite sites of the same section. In 
A, a indicates edematous ciliary processes extending into the posterior chamber along the posterior surface of the iris about one 
third its length; b, indentation of the iris from pressure of these processes; c, an open filtration angle; d, border of the anterior 
hyaloid membrane; e, advanced lens; f, approximate site to which processes would extend normally. In B, a indicates the borders 
of incision for a Lagrange operation; b, portion of sclera and cornea excised; c, incarcerated ciliary processes, portions of which 
were excised along with the iris; d, citaaell epue through which incision had been made; e, advanced lens, 
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Fig. 5 (Reese). Trephine operation for chronic glaucoma. A and B represent opposite sites of the same section. In A, a indi- 
cates edematous ciliary processes extending into the posterior chamber; b, indentation of the iris by pressure of the ciliary processes 
against it; c, iritis with posterior synechiae; d, lens; e, scleral spur. In B, a indicates the trephine opening in which several 
processes, b, are incarcerated; c, an iris tag; d, site of the scleral spur close to which the upper border of the trephine opening 
extends; e, cicatrix of filtering bleb dislocated in preparation; f, border of the lens; g, lens so far advanced that the anterior capsule 
lies in apposition to the cornea. Its continuity has been broken in preparation. 
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Fig. 6 (Reese). Trephine operation for chronic glaucoma. A and B represent opposite sites of the same section. In A, a indicates 
edematous ciliary processes extending into the posterior chamber; b, peripheral anterior synechiae. In B, a indicates the trephine 
opening close to the margin with a bridge of reparative connective tissue at b; c, incarcerated and congested ciliary process slightly 
retracted in preparation; d, periphery of the iris adherent to the cornea; e, central portion of the iris adherent to the cornea, as 
the trephine opening was through the broad peripheral synechia; f, a scleral spur. 


Fig. 7 (Reese). Trephine operation for chronic glaucoma. A and B represent opposite sites of the same section. In A, a indicates 
the trephine opening; b, the walls of a filtering bleb; c, an excised ciliary process; d, scleral spur; e, the lens. In B, a indicates 
an edematous ciliary process; b, a broad anterior peripheral synechia; c, a scleral spur. 
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| Fig. 11 (Reese). The relation of the structures which one seeks; a, dome of the cornea; 
b, posterior surface of the cornea; c, inner aspect of the trephine opening outlined by pig- 
ment; d, ciliary processes in their normal position seen through the iridectomy; e, an- 
terior surface of iris. 

Fig. 12 (Reese). It is thought that large ciliary processes were in apposition to the 
trephine opening following the operation. Later the edema subsided and the processes re- 
ceded, leaving these two strands of tissue. a indicates the dome of the cornea; b, the 
posterior surface of the cornea; c, the inner aspect of the trephine opening to which 
two black bands of tissue extend from the ciliary processes; d, ciliary processes in their 
normal position seen through the iridectomy; e, anterior surface of iris. 

Fig. 13 (Reese). Four ciliary processes are incarcerated in the trephine opening. a indi- 
cates the dome of the cornea; b, the posterior surface of the cornea; c, the inner aspect 
of the trephine opening in which four ciliary processes are incarcerated; d, anterior 
surface of iris. 

Fig. 14 (Reese). Two ciliary processes are incarcerated in the trephine opening. 
a indicates the dome of the cornea; b, the posterior surface of the cornea; c, the inner 
aspect of the trephine opening in which two ciliary processes are incarcerated and partly 
covered with a white exudate; d, anterior surface of iris. 

Fig. 15 (Reese). Incarceration of the iris in the trephine opening. a indicates the dome of 
the cornea: b, the posterior surface of the cornea; c, the inner aspect of the trephine open- 
ing plugged with iris. It is possible that ciliary processes are also incarcerated back of the 
iris. d, indicates the iridectomy opening filled with proliferated pigment; e, anterior surface 


of iris. 


able to see in most cases the inner as- 
pect of the trephine opening and to as- 
certain the relation of the iris root and 
ciliary processes to it. Our examination 
of 30 trephined eyes showed incarcer- 
ated ciliary processes in 12 of them, or 
40 percent. A sufficient number of cases 
with complete postoperative records 
have not yet been examined to warrant 
an evaluation of the findings, but it can 
be said that varying degrees of a quiet 
postoperative iritis usually with ac- 
quired myopia or myopic astigmatism 
were often noted in the cases in which 
the processes were incarcerated. Some 


‘representative cases of those studied 


with the gonioscope are shown in fig- 
ures 11, 12, 13, 14, and 15. 
If the ciliary processes are as vulner- 


able to trauma as one is led to believe, it 
is possible that their incarceration or 
excision may lead to iritis. In congestive 
glaucoma the processes are largest from 
edema, and it is just this type in which 
iritis is most frequently seen following 
the trephine operation. As previously 
described, the increased permeability of 
the capillary walls in glaucomatous eyes 
accentuates the edema of the ciliary 
body and its processes associated with 
evacuation of the anterior chamber. It 
has been demonstrated that emptying 
the anterior chamber in a normal eye 
causes an appearance of plasma proteins 
in the “aqueous of second formation” 
sufficient to retard the drainage of aque- 
ous from the anterior chamber and pro- 
duce a rise above normal of intraocular 
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pressure lasting several hours. It has 
also been shown, particularly by Kron- 
feld*, that this rise in pressure is higher 
and more protracted in glaucomatous 
eyes. Therefore, the rich protein content 
of the “aqueous of second formation,” 
which is assumed to be even more 
marked in eyes with iritis, would cause 
a diminution of the outflow through a 
filtration angle embarrassed not only by 
the glaucomatous state but also by the 
edema of the ciliary body and its proc- 
esses. This situation would force the 
aqueous to drain through the operative 
wound, causing a delayed restoration of 
the anterior chamber and the subnormal 
tension commonly seen in quiet iritis. 
The subnormal tension would encour- 
age the persistence of the edema of the 
ciliary body and the increased protein 
content of the “aqueous of second for- 
mation,” thus establishing a situation 
approaching a vicious circle. 

The occasional presence of acquired 
myopia can be explained on the basis of 
a relaxation of the zonules caused by 
the edema of the ciliary body. This may 
also be responsible for an advancement 
of the lens which could account for 3 
diopters of myopia for 1 mm. of ad- 
vancement. The advancement of the 


ciliary processes over the site of the 
trephine may advance the upper portion 
of the lens, thereby explaining the ac- 
quired myopic astigmatism against the 
rule which is sometimes observed. 

If it is undesirable to have incarcer- 
ated ciliary processes in a trephine open- 
ing, it can best be avoided by placing 
the trephination as far in the cornea as 
possible. In performing the iridectomy 
an attempt should not be made to place 
it as near the periphery as possible, or 
even concentric with the trephine open- 
ing. A more central position is prefer- 
able, since in this way a tag of iris lies 
between the ciliary processes and the 
peripheral half of the trephine opening. 
A retrobulbar injection of epinephrine 
preceding the operation, as advocated 
by Friedenwald?, should be helpful in 
reducing the volume of the ciliary body 
and processes. It would also tend to 
minimize the edema of these structures 
occasioned by the evacuation of the an- 
terior chamber. I have tried to accom- 
plish the same ends by a perilimbic sub- 
conjunctival injection of epinephrine 
immediately before and after the opera- 
tion. 

13 East Seventy-first Street. 
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A SIMPLIFIED LIGHTING-CONTROL SYSTEM FOR THE 
OPERATION OF OPTICAL APPARATUS 


EMANUEL Krimsky, M.D. 
BROOKLYN 


An electrical wiring arrangement is described, which will enable the ophthalmologist to 
control and regulate the illumination of the room and of his optical equipment with 
ease, and the lecturer using lantern-slide illustrations to be independent of the projecto- 
scope operator in lighting or darkening the lecture hall. 


There are certain imperfections in the 
lighting control of such optical instru- 
ments as a slitlamp, the Gullstrand 
ophthalmoscope, the Nordenson or an- 
terior-segment camera, and the lantern- 
slide projector that can easily be elimi- 
nated through a simple wiring attach- 
ment, which the oculist can connect in 
a few minutes of spare time. 

For the most satisfactory operation 
of the aforementioned instruments a 
dark room is desirable and the physi- 
cian who wishes to make his own rec- 
ords must usually wait till he has fin- 
ished his examination before he can 
write down his findings, unless the 
room light is readily controlled. More- 
over, a prolonged examination without 
any intermission may induce a state of 
fatigue in both examiner and patient 
and the latter may not continue to co- 
operate to the full extent. An inter- 
rupted examination in a busy clinic or 
in one’s office entails a clumsy attempt 
to operate two light switches independ- 
ently, one of the room and the other 
of the instrument, and is occasionally 
quite embarrassing. These difficulties 
may be corrected by installing a unified 
lighting arrangement. In addition, the fol- 
lowing advantages may be expected in 
the operation of the projectoscope: 


1. It does away with calling for 
“lights.” 

2. It permits the identification of 
slides with exactness. 

3. The interest of the audience is 
more readily held. 

4. It permits discussion between the 
showing of slides. 

5. It keeps the personality of the lec- 
turer to the fore. 


The oculist may by a light pressure 
on a finger switch attached to his slit- 
lamp extinguish the room lamp and 
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simultaneously bring his machine into 
operation. An additional touch of the 
switch will produce the opposite effect ; 
namely, the instrument lamp becomes 
dark and the room is again bright. For 
lecture purposes the physician may, by 
a light pressure on a foot rheostat or a 
finger switch, extinguish the light of 
the lecture room and simultaneously 
flash a picture onto the screen. By re- 
leasing the pressure, the reverse takes 
place. In spite of the fact that these in- 
terchanges of light are very sudden, I 
have not found them to be disturbing to 
the eye. 

The wiring arrangement, designed to 
bring about this unified lighting, can be 
installed without in any way interfer- 
ing with the various apparatus and may 
be used interchangeably without waste 
of time. After some experimentation, I 
have found that, with the exception of 
the lantern-slide projector, the most 
suitable lighting arrangement requires 
a parallel system of wiring. This sys- 
tem would permit the alternate opera- 
tion of the contributing units without 
in any way disturbing the efficiency of 
their respective illuminants. For this 
parallel system, a two-circuit Electrolier 
rotary snap switch of the pendant type 
served me admirably. With a lantern 
machine, this type of switch is not ideal 
because its operation requires the use 
of the hands. Since I could not obtain a 
foot-operated switch that would give 
the needed switch control without hav- 
ing to use my hands, I resorted to a 
different wiring arrangement for this 
machine. It may be termed a series 
lighting system, and is very simple. Its 
only limiting phase is the fact that the 
wattage used in the floor or table room 
lamp may not exceed 20 to 30 percent of 
that of the projector lamp. If it should 
exceed that amount it would not burn 
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at a sufficient brilliancy to illuminate 
the room. For the larger auditorium 
the series system is unsatisfactory due 
to the limited size of the accessory lamp 
and the aforementioned parallel system 


B 


Fig. 1 (Krimsky). Illustrating the parallel 
system. Wires are exposed for purposes of 
illustration. In practice they are properly 
taped. 


Fig. 3 (Krimsky). Illustrating the series 
system. 


with the rotary snap switch will be re- 
quired. 

Another point, worthy of considera- 
tion, is the fact that the emulsion of 
color plates is very sensitive to heat. 


The intermittent operation of the pro- 
jectoscope reduces the heat output of 
the lamp and thus preserves the emul- 
sion of the plates. Forced draft projec- 
tors are on the market but I have found 
them very costly and quite bulky. 
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_ Fig. 2 (Krimsky). Skeleton outline show- 
ing wiring attachments in figure 1. 


Fig. 4 (Krimsky). Skeleton outline show- 
ing wiring attachments in figure 3. 


With regard to the two systems, the 
important thing to be borne in mind is 
that with the parallel lighting system 
one can forget about lamp sizes, where- 
as with the series system the wattages 
of the two lamps must be kept within 
certain ratios. 

In order to lend authority to this re- 
port I consulted Mr. Max Gysi of the 
Lighting Bureau of the Brooklyn Edi- 
son Company with regard to my data 
and asked certain specific questions as 
to series lighting which he has very 
kindly chosen to answer for this con- 
tribution. His report follows: 


“Under normal conditions, i.e., with 
the foot switch or finger switch open, 
the projection and room lamps are con- 
nected in series and consequently the 
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current will flow first through one lamp 
and then through the other lamp. The 
amount of current which can flow with 
this arrangement of lamps is largely 
limited by the wattage of the smaller 
lamp, in our case the floor lamp. Since 
the current flowing is just enough to 
light the smaller lamp (the table or 
floor lamp), the latter lamp will give 
light and the projection lamp may glow, 
depending upon the ratios of the two 
lamps connected in series. 

“With pressure applied to the switch, 
the closing of this switch will permit a 
direct flow of current from plug to pro- 
jection lamp and back to the plug, the 
accessory lamp having been shunted out 
by the foot switch, or finger switch. The 


projection lamp will now receive full’ 


voltage and will consequently burn at 
full brilliancy, whereas the accessory 
lamp will not burn at all. 

“The most satisfactory room lamp to 
operate in combination with a 500-watt 
projection lamp would be one of 150 
watts which will deliver about 75 per- 
cent of its rated normal brilliancy. By 
substituting a 75-watt bulb for the 150- 
watt lamp we would receive about 90 
percent brilliancy. In the case of a 1000- 
watt projection lamp a 200-watt lamp in 
series will operate at 72 percent bril- 
liancy; a 100-watt lamp will burn at 
93 percent brilliancy. 

“The more simple and positive way 
to obtain the above-mentioned switch 
control is to use a two-circuit switch 
(parallel arrangement).” 


The parts required for the parallel 
arrangement are: 


A. A two-circuit Electrolier rotary 
snap switch of the cord or pendant type 
(see figures 1 and 2). 
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B. Two cord connector bodies (B* 
and B*) to receive plugs from both 
lamp units. I use a 660-watt, 250-volt 
type. 

C. A rubber insulated flexible wire, 
No. 14 or No. 16, which will readily 
withstand rough usage. About twelve 
feet will be sufficient. This wire (at D) 
leads: to base plug. 


The series system demands the fol- 
lowing detailed procedure (see figures 
3 and 4): 


By cutting one of the two wires (B 
to C) leading from the base plug to the 
projector, and attaching each of the cut 
ends to the binding posts of a triplex 
plug (A)—10 amperes, 250 watts, cost- 
ing 10 cents—the circuit is broken. By 
concealing the cut ends within this plug 
the operator is rendered safe from shock 
or short circuit. If a single-pole, foot 
rheostat or a springless type, trigger- 
finger switch is plugged in to one of 
the sockets (D) of this triplex plug, the 
continuous or the intermittent opera- 
tion of the projector can be controlled. 
By attaching to another of the sockets 
of this triplex plug a base plug (E) from 
a room lamp, with its socket switch 
turned on, an interesting and practical 
lighting arrangement is introduced. The 
room lamp will light while the projec- 
tion lamp is not burning; by pressing 
on the switch, the reverse immediately 
takes place; and with the release of the 
foot pressure, the room will again light 
up. For supplementary explanation or 
discussion, the operator is then free to 
move about because foot pressure is no 
longer required. The finger switch will 
give him complete freedom in both cir- 
cuits. As to the type of foot switch, any 
except a rotary type is satisfactory. 
745 Eastern Parkway. 


NOTES, CASES, 


BILATERAL ABSENCE OF 
CANALICULI 


WALTER CAMERON, M.D. 
TACOMA 


The infrequency of this congenital 
anomaly is sufficient, we believe, to war- 
rant reporting a single case. B.G., a boy 
aged 11 years, was first seen by me in 
June, 1932. He complained of poor vi- 
sion for distance and for near. Four 
years previous to our examination 
glasses had been prescribed for the 
same complaint. Epiphora was marked 
and according to the patient’s mother 
had been present since birth. The past 
medical history was unimportant. Phy- 
sical examination revealed no depar- 
tures from normal (no congenital ab- 
normalities were noted). A grandfather 
on the maternal side suffered from poor 
vision and epiphora which we shall dis- 
cuss later. 

The vision was 20/25 in each eye. 
Under cycloplegia the vision was the 
same with + 1.25 D. sphere. The upper 
and lower lids in each eye were normal 
in every respect except for the absence 
of puncta. There was no indentation at 
the usual site of the punctum, nor was 
there any abnormality along the course 
of the canaliculi. Dissection at the time 
of operation failed to reveal any lower 
canaliculi (the upper lids were not dis- 
sected). 

Examination of the grandfather, J.V., 
aged 69 years, revealed moderate epi- 
phora which he said dated from an at- 
tack of typhoid fever at the age of 11 
years. The palpebral conjunctiva was 
injected and somewhat thickened. No 
punctum was present above or below on 
either side. Just anterior to the caruncle 
on each side was a narrow slit (on the 
right 1 mm. long, on the left 2 mm. 
long) through which fluid was easily 
syringed into the nose. The patient de- 
nied ever having had an operation on 
the lachrymal apparatus. In view of the 
condition of the lids it was difficult to 
be certain that this second case was one 
of congenital origin, although it would 
seem probably to be such. 
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INSTRUMENTS 


Two months after the first examina- 
tion of B.G. an attempt was made to 
establish a permanent opening into the 
right lachrymal sac. This was done as 
follows: 1. A hypodermic needle on a 
syringe filled with saline was inserted 
just lateral to the caruncle and pushed 
into the lachrymal sac. Emptying the 
syringe produced saline in the nose. 2. 
With the needle used as a guide a small 
incision was made into the sac with a 
cataract knife. 3. A No. 4 Bowman 
probe was now introduced and pushed 
down the naso-lacrymal duct into the 
nose. This was done with difficulty as 
the sac was hard to locate. The excess 
of the Bowman probe was now cut off 
with pliers, the end bent over the nose 
and held in place with adhesive tape. 4. 
The Bowman probe was manipulated 
up and down several times a week, re- 
maining in for about four weeks, and 
then replaced by a short piece of soft 
fuse wire. After two weeks the fuse 
wire was removed and the following 
day it was impossible to insert the 
smallest probe into the sac. 

During the six weeks the probes were 
in place the epiphora of the right eye 
was practically negligible. Since then it 
has gradually increased. One month ago 
the operative area was explored, and a 
stricture located and enlarged. This 
procedure will probably be of no perma- 
nent benefit. 

1103 Medical Arts Building. 


TRAFFIC LIGHTS FOR THE 
COLOR-BLIND 


Tuomas D. ALLEN, M.D., F.A.C.S. 
CHICAGO 


Four percent or more of men, and a 
smaller percentage of women, are color- 
blind and cannot easily distinguish be- 
tween red and green lights. They often 
run counter to the traffic signals; and 
thus not only endanger themselves but 
injure others. 

For public safety it is imperative that 
our present traffic lighting system be 
made more intelligible to all who see. 
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Two green lights side by side (not 
one above the other) may be substi- 
tuted for the present single green light. 
The caution and red lights can be kept 
as at present. When a driver sees two 
lights side by side, he will know they 
mean “go”, even if he is color-blind. 
When he sees but one light, or one 
above the other, he will recognize a 
“stop” or “caution” signal. (If desired 
the “caution” signal could be made to 
blink.) 


This change could be made inexpen- 
sively by simply adding a single box 
to one side of the green light. 

In some localities more complex sys- 
tems are in use, such as lights and semi- 
phores, or lights and bells, or all three. 
This of course is more costly and would 
not be necessary if the above sugges- 
tion were adopted. 


122 South Michigan Boulevard. 


SOCIETY PROCEEDINGS 


Edited by Dr. H. ROMMELL HILDRETH 


PHILADELPHIA COUNTY 
MEDICAL SOCIETY 


Section on Ophthalmology 
November 14, 1933 
Dr. Charles R. Heed, chairman 


Retinitis striata 


Dr. M. R. Gabrio presented a young 
man, who gave a history of epilepsy. An 
opinion was expressed that a traumatic 
detachment of the retina preceded the 
development of retinitis striata. 


Intraocular tumors 


Dr. Charles W. LeFever presented 
two very interesting and unusual cases 
of fundus tumors. In one instance, he 
expressed the belief that the patient did 
not have a solid tumor, but a fluid 
retinal detachment. The second case, 
however, was regarded as a sarcoma. 


Bilateral panophthalmitis 


Dr. Frank A. Murphy presented a 
case of this condition in a child, which 
resulted during the course of an acute 
cerebrospinal meningitis. Those who 
saw the patient suggested that the term 
exudative choroiditis or pseudoglioma 
would be a better term than panopth- 
thalmitis. 


Dermoid cysts of the orbit 
Dr. E. J. Donnelly presented two 
cases from the clinic of Dr. Louis Lehr- 
feld, Philadelphia General Hospital. Dr. 
Lehrfeld in discussing these cases ex- 
plained the ease of extirpation in one 
instance and the difficulty involved in 
the second because of the depth of the 
cyst in the orbit. Louis Lehrfeld, 
, Editor. 


COLORADO OPHTHALMO- 
LOGICAL SOCIETY 


October 21, 1933 
Dr. Guy Hopkins presiding 
Congenital bilateral external rectus 
paralysis 
Dr. V. H. Brobeck presented the case 
of a five-year-old girl. In the primary 
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position the child’s eyes were straight. 
However, there was no movement out- 
ward beyond the midline with either 
eye. Convergence and other ocular rota- 
tions were normal. The refraction in- 
dicated moderately high hyperopia. The 
vision in each eye was 6/5. The fundus 
examination was negative. An operation 
for muscle transplantation was con- 
sidered, but owing to parallelism of the 
eyes in the primary position it was not 
advised. 

Discussion. Drs. Edward Jackson and 
William H. Crisp thought operation 
was not indicated at the present time, 
as the patient seemed perfectly adjusted 
to the condition. 


Avulsion of the optic nerve 


Dr. V. H. Brobeck presented the case 
of E. H., who on August 7, 1933, was 
struck in the face by a large piece of 
wood that was thrown from a circular 
saw. The nose was split widely, the 
lesion runing up into the brow with 
prolapse of the left eyeball. There was 
slight motility of the eye in all direc- 
tions, which still persisted to date. The 
pupil was widely dilated, but did not 
react to light. The fundus details were 
obscured by edema, hemorrhage and 
cloudiness of the retina. On grasping 
the ala of the nose, this structure could 
be spread far apart and one could peer 
into the epi-pharyngeal space. There 
was loss of the nasal septum and gen- 
eral crushing of the turbinates. 

At the present time there was a loss 
of the consensual reflex. The left pupil 
was widely dilated with a slight defect 
in the iris at “12 o’clock.” The lens was 
subluxated nasalward and the iris trem- 
ulous. The anterior chamber was ap- 
parently clear. Peering through the 
aphakial portion of the pupil a large 
white area, concentric with the nerve, 
was noted. Blood vessels arose from 
this and coursed out from the retina. 
This disc appeared choked at the time 
of the injury. No hemorrhagic areas 
were noted at this time, but they were 
evident at the time of the injury. There 
was some pigment seen in the central 
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portion of this disc defect. The macular 
area seemed to have a punched-out ap- 
pearance, and was now filled with a 
grayish white exudate. The retina was 
unduly red in the macular area. 

Five weeks after the injury a large 
cuboidal piece of wood was extracted 
from the soft tissues above the tarsus. 
There had been a low grade cellulitis 
since the time of the injury, with puru- 
lent discharge from the opening of a 
sinus now present. The probability was 
that the nerve might have been severed 
behind the locality where the retinal ar- 
tery entered. The third nerve was un- 
doubtedly injured, the optic nerve was 
absolutely destroyed. The cornea re- 
tained its sensitivity. 

Discussion. Dr. Melville Black ad- 
vised against enucleation unless some 
complications occurred. 

Dr. William H. Crisp felt that un- 
doubtedly an avulsion of the optic 
nerve had occurred. He agreed with Dr. 
Black that enucleation should not be 
done unless some inflammatory condi- 
tion arose. 


Dynamite explosion; multiple foreign 

bodies in both eyes 

Dr. V. H. Brobeck’s third case was 
that of a man, F. C., aged 39 years, who 
was injured on July 18, 1933, by a dyna- 
mite explosion while drilling in a mine. 
When seen two hours later the upper 
two-thirds of the face and the scalp was 
severely injured, there being innumer- 
able small lesions resulting from 
powder and rock. The upper and lower 
lids of both eyes were ragged and torn 
by ‘the explosion. At the inner third 
of each lower lid there was a larger deep 
injury with loss of tissue and bone. At 
these two sites rock had apparently torn 
the lacrimal sac away from either side. 
Rock was found at the apex of the orbit 
on the left side at operation. The right 
eyeball was collapsed. There was a 
scleral rupture and the iris was pro- 
lapsed. Many imbedded foreign bodies 
were present in the cornea. The left eye 
was pierced by a foreign body, involv- 
ing the iris and lens at “6 o’clock.” No 
fundus details were visible. Many for- 
eign bodies were imbedded in the 
cornea and sclera. 
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Six weeks after the injury the right 
eye was enucleated. At this time the ac- 
cessory lacrimal glands of this eye were 
also removed. The left eye had been 
treated expectantly so far. At times the 
left eye had been very soft on palpation. 
Extensive plastic repair was made on 
the day of the accident. 

At the present time there were an- 
terior synechiae at “6 o’clock,” a trau- 
matic cataract, and foreign bodies in the 
lens. The vision was ability to see large 
objects. 

Discussion. Dr. E. M. Marbourg 
stated that there appeared to be some 
absorption of the lens taking place. He 
felt that at a later time needling of the 
lens should be done, as the patient’s age 
was no contra-indication to needling, 
but at the present time no operative 
procedure was indicated. If a needling 
was not successful after a few months 
a cataract extraction could be under- 
taken. 

Dr. Edward Jackson felt that a good 
result might be expected from the 
needling. 

Dr. Guy Hopkins asked if there were 
foreign bodies in the lens. 

Dr. William H. Crisp pointed out the 
dangers of a development of vascular 
membrane after interference with the 
lens. 

Dr. Melville Black was of the opinion 
that no operation was indicated until 
the lens became opaque, when cataract 
extraction should be done. If there were 
foreign bodies in the lens nothing was 
to be gained by discission. 

Dr. V. H. Brobeck stated that the 
x-ray showed dozens of foreign bodies 
in the lens, but with the slitlamp none 
were visible. 


Retinal detachment with cyclitic mem- 

brane 

Dr. G. H. Stine presented the case of 
Mr. J. D. aged 70 years, who was first 
seen on October 17, 1933. The patient 
gave the history that fifteen years previ- 
ously he was struck in the left eye by a 
knot while cutting wood. At that time 
there was some bleeding from the eye 
and nose, and the left eye was painful 
and blind for about eight days. After- 
wards the vision gradually improved 
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and was fairly good until about a year 
ago when some dimness was noticed. 
Six months ago there was double vision. 
For the past five months the left eye had 
been totally blind. There was now no 
pain or discomfort in the eye. He had 
never consulted a physician about his 
left eye. The right eye gave no trouble. 

The vision of the right eye was 6/6, 
the left eye was totally blind. The right 
eye was normal except for incipient lens 
opacities. In the left eye the pupil was 
dilated maximally. Through a broad 
coloboma below the lower periphery of 
the lens the zonular fibers were visible. 
The anterior chamber was of normal 
depth, and the aqueous was clear. There 
were numerous endothelial craters and 
a few exceedingly minute grayish K.P. 
Except for some nuclear haze the lens 
was clear. A short distance behind the 
lens in the anterior vitreous there was a 
gray-white membrane extending across 
the entire fundus. In the upper nasal 
portion of the membrane there were a 
few pigment deposits and some new 
vessels. No fundus details or reflexes 
were visible. The tension of the eye was 
within normal limits, and the eye was 
not tender. Transillumination was not 
definite. There was no injection of the 
eye nor could any site of entrance of a 
foreign body be seen. Dr. Stine ques- 
tioned the accuracy of the history. The 
differential diagnosis in order of prob- 
ability was, (1) complete detachment 
of the retina, with cyclitic membrane; 
(2) intraocular tumor. Enucleation of 
the eye had been advised. 

Discussion. Dr. Bane suggested an 
x-ray for foreign body. 

Dr. Melville Black felt there was a 
strong possibility of intraocular tumor, 
and advised enucleation. 


Tuberculous sclerokeratitis 


Dr. G. H. Stine presented the case of 
C. E. S., aged 22 years, first seen June 
15, 1933, with the complaint that about 
a week ago the left eye had become 
painful, with blurring of the vision. The 
symptoms had ditninished somewhat 
when first seen. The past history was 
negative, except that three years ago he 
was treated by another oculist for what 
he thought was conjunctivitis. His gen- 
eral health was excellent. 


On the first examination there was 
considerable episcleral and ciliary in- 
jection of the left eye, especially marked 
in the lower temporal limbus and globe. 
There was a round, nodular, superficial, 
corneal opacity about 3 mm. in diam- 
eter in the lower temporal quadrant 
of the cornea. The surface of the lesion 
was edematous and dull, but did not 
stain with fluorescein. There was a 
denser and smaller opacity just at the 
temporal limbus. The anterior segment 
was otherwise normal, and there was no 
evidence of fundus pathology. 

The acute condition improved under 
the usual treatment with atropin, 
dionin, hot packs, salicylates and for- 
eign protein. The cornea became clear- 
er, the epithelium smooth and of normal 
luster. The disciform infiltrate was now 
seen to be in the deep substantia. There 
were a few cells in the lower aqueous, 
and one or two mutton-fat K.P. No 
Koeppe nodules were seen. On June 22 
one badly infected tooth was removed. 
Physical examination was negative, as 
was the blood Wassermann. The pa- 
tient was given an intradermal test with 
.0001 mgm. of O.T., which was nega- 
tive. A later intradermal test with .001 
mgm. produced, within forty-eight 
hours, a local and focal reaction, the 
focal reaction consisting of increased 
hyperemia and some increase in the 
corneal infiltration, which promptly 
quieted down. Bacillary emulsion in 
very small, gradually increasing doses 
was now being given every seven days 
without evidence of local or focal reac- 
tion. Under this regime the eye was 
gradually improving. The corneal in- 
filtrates were clearing, the episcleral 
nodule was almost gone, there were new 
vessels migrating into the substantia 
propria from the lower temporal lim- 
bus, and the patient was comfortable. 
The tension had never been elevated. 
The vision of the right eye was 1.4 and 
in the left at first .7, diminishing to .2, 
and now improved to .5. 

Discussion. Dr. Melville Black called 
attention to the article regarding the 
new Japanese tuberculin, AO, in a re- 
cent edition of the Archives of Ophthal- 
mology in which the author stressed the 
importance of keeping the dosage of AO 
low and the same. Dr. Black always be- 
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gan tuberculin injections in very mi- 
nute doses. 

Dr. William H. Crisp stated that no 
one had a chance to see any great num- 
ber of tuberculous eyes. There was 
nothing positively settled as to the 
benefits to be derived from tuberculin. 
There were a great many hazards in 
tuberculin therapy in cases of lesions in 
the posterior segment. He felt that the 
best prospects were in a general regime; 
there were increasing signs of diminish- 
ing enthusiasms for tuberculin. 

Dr. Guy Hopkins referred to a case 
of keratitis in a child in which improve- 
ment was secured only by injections of 
tuberculin. 

Dr. Bane referred to the article in the 
August Archives of Ophthalmology in 
which the author had been using pilo- 
carpin injections together with mixed 
iodides, in a case of keratitis of obscure 
origin. The patient had suffered no re- 
action except sweating for an hour. 

Dr. William H. Crisp stated that the 
opinion of many was that tuberculin 
acted mostly as a foreign protein, and 
that the reaction from pilocarpin injec- 
tions might be a similar mechanism. 

Dr. J. M. Shields reported a case of 
bilateral phlyctenulosis in which he was 
using tuberculin along with the usual 
treatment with decided benefit. 

Dr. E. M. Marbourg agreed in gen- 
eral with Dr. Crisp. He had found 
tuberculin to be of value in sclerosing 
keratitis. George H. Stine, 
Recorder. 


COLLEGE OF PHYSICIANS 
OF PHILADELPHIA 


Section on Ophthalmology 
January 19, 1933 
Dr. Leighton F. Appleman, chairman 


Erythema exudativum multiforme 


Dr. Edward A. Shumway reported a 
case of this kind involving the mucous 
membranes of the eye, nose and throat, 
and vaginal tract, with minor lesions of 
the skin of the forearms. He thought 
that the condition was due to long use 
of mineral oil which had produced an 
avitaminosis in a patient susceptible 
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also to the toxic effect of phenolphthal- 
ein. He referred also to another case 
seen by him in consultation which pre- 
sented like symptoms, and with a simi- 
lar history. 

Discussion. Dr. F. D. Weidman said 
that from the dermatological stand- 
point he was unable to make the diog 
nosis either of erythema exudativum 
multiforme or phenolpthalein eruption. 
He was told that at first there were 
lesions upon the arms, symmetrical in 
distribution, which were in keeping 
with erythema multiforme. The lesions 
were regressing at this time, but there 
was no residual pigmentation as in 
phenolphthalein eruption. This was 
more likely to turn out to be one of the 
conditions due to an avitaminosis. 

Dr. Weidman felt that the study of 
mineral oil medication in general was 
not yet complete. He had done some 
experimental work in the production of 
foreign body granulomas with paraffin 
oil, and from this could see how in the 
presence of ulcerative states of the in- 
testinal tract paraffin oil might be in- 
troduced, causing “paraffinomas”, and 
from that, disturbance of alimentation. 
But this would be making too fine a 
diagnosis in Dr. Shumway’s patient; 
rather than avitaminosis it would be a 
simple deprivation of pabulum in gen- 
eral. 

He suggested that the examination 
of the lesions especially in the mouth 
include search for a fungus, notably 
monilia. 

Dr. S. S. Greenbaum saw this patient 
on December 16th at which time there 
were numerous erosions in the mouth 
and vaginal tract, and what he thought 
was a catarrhal conjunctivitis. He made 
the diagnosis of erythema multiforme 
and next studied the etiologic factors. 
There were many causes of erythema 
multiforme, but in this particular case 
he believed it due to a drug, phenol- 
phthalein. There was only one avitam- 
inosis that involved both eyes and 
mouth, namely, xerosis or keratomala- 
cia, a condition in which there was a 
shrunken, dried state of the eye with 
involvement of the mouth (atrophy of 
lacrimal and salivary glands). The only 
avitaminoses in the mouth that we 
knew of, were scurvy, sprue, pernicious 
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anemia and pellagra, but in this case 
the erythema was so distinctive and so 
different from these conditions that he 
could not easily subscribe to avitamino- 
sis as an etiologic factor. 

He had suggested to her doctor to 
wait two weeks and if phenolphthalein 
was the cause, then, as the drug was 
rapidly eliminated, the condition would 
improve. This drug could not now be 
considered an etiological factor. 

Dr. Maxwell Herman said that he 
saw this patient in August at which 
time she presented typical catarrhal 
conjunctivitis with flocculent exudate; 
the particular feature was that the se- 
cretions were rather solid and fibrinous 
and almost like pseudomembranes. 
Very exhaustive nose, throat and mouth 
examinations were made and it was cer- 
tain that there was no other mucous 
membrane involvement at that time. 
His diagnosis was some form of allergy, 
similar to vernal conjunctivitis, which 
would probably improve with the ad- 
vent of cold weather. 

Dr. H. C. Wood, Jr., was of the opin- 
ion that the phenolphthalein had some- 
thing to do with the case. While there 
were no cases on record, as far as he 
knew, of phenolphthalein lesions in- 
volving the eye, there were numerous 
cases on record of skin lesions of just 
this type, and a few cases on record of 
mucous membrane involvement. If 
there could be supposed a second cause 
for the eye lesions, all the other symp- 
toms might be explained on the 
grounds of phenolphthalein. Recently a 
fatal result in a child after getting hold 
of a box of pills containing phenol- 
phthalein had been reported. At post- 
mortem hemorrhages were found all 
through the mucous membrane of the 
intestine, in the wall of the heart; there 
was marked enlargement of the spleen, 
as well as almost complete destruction 
of the adrenal gland, and the author 
found at autopsy, widespread destruc- 
tion of the endothelial linings all over 
the body. 


The use of adrenalin in ophthalmology 

Dr. H. Maxweil Langdon said that 
Rollet and Curtil in 1911, recorded that 
subconjunctival injections of adrenalin 
produced a marked fall of intraocular 


tension. In 1913, Erdman reported that 
subconjunctival injections of adrenalin 
produced dilatation of the pupil and 
that synechiae, that had not been 
broken by mydriatics, were broken by 
it. In 1920, Shahan and Post reported 
that cocain and adrenalin would cause 
a drop in intraocular tension followed 
by a rapid rise. In 1921, Knapp reported 
65 cases of primary glaucoma with ref- 
erence to the action of adrenalin on the 
pupil. This work was done entirely by 
drop instillation and the results were 
variable. In 1922, Fromaget reported a 
case in which injection of 3 c.c. of novo- 
cain and adrenalin made for anestheti- 
zation before operating for glaucoma, 
produced a disappearance of glaucoma- 
tous symptoms. 

In November 1923, Hamburger re- 
ported before the Berlin Medical So- 
ciety on subconjunctival injections of 
adrenalin, finding dilatation of the pupil 
and marked reduction of tension in 
glaucomatous eyes. One month later 
Fehr reported 16 cases which had been 
treated in this way. In 1924, Gradle re- 
ported some of his work begun in 1912, 
confirming the findings of the other ob- 
servers. In 1920, Hamburger reported 
his work on dextro-gyrate adrenalin, 
using it instead of the more common 
laevo-gyrate. He found he got the best 
results when he used a combination of 
these two types of the drug. This com- 
bination he called glaucosan and 
claimed that it could be used without 
alteration in the general blood pressure. 
Four cases were then reported by the 
writer of the article, illustrating the ef- 
fects of the use of adrenalin on various 
manifestations of increased intraocular 
tension. The adrenalin in these cases 
was used on pledgets of cotton placed 
beneath the closed lids and kept there 
from twenty to twenty-five minutes. 

Discussion. Dr. C. E. G. Shannon 
spoke of the use of adrenalin chloride 
solution subconjunctivally about fifteen 
minutes prior to cataract extraction to 
secure full dilatation of the pupil. The 
dilatation was maintained throughout 
the operation and, in addition, it was 
helpful in preventing hemorrhage into 
the anterior chamber. 

Dr. Langdon added that adrenalin by 
injection reduced the tension very de- 
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cidedly. This usually stayed down for 
several days, and then might be fol- 
lowed by a rise later, which might cause 
complications after a cataract extrac- 
tion. 


Coloboma of the optic nerve 


Dr. James S. Shipman (by invitation) 
presented a case of this condition asso- 
ciated with posterior lenticonus. The 
patient was a boy 13 years of age. The 
left eye was normal in all respects. 

Externally the right eye was normal. 
The best vision was 1/60. With the 
ophthalmoscope was seen the typical 
oil-globule appearance at the posterior 
pole of the lens, and a diagnosis of pos- 
terior lenticonus was suspected, and 
substantiated by the slitlamp examina- 
tion of Dr. Cowan. A large strand of 
hyaloid membrane was attached to the 
posterior vertex of the lens. The fundus 
picture was most striking, the pseudo- 
disc showing up as a magnified glau- 
comatous cup about twice its normal 
size and 5-10 D. deep, being grayish- 
white in color. The vessels from the 
lower portion emerged from the inferior 
edge, and those from above came out 
near the center of the pseudo-dise and 
passed up to the upper margin. There 
was a narrow ring of choroidal pigment 
at the temporal margin, but this was 
not depressed. 


An improved illuminometer and campi- 
meter 


Dr. Jacob B. Feldman (by invitation) 
showed an improved illuminometer 
which consisted of a suspension type of 
galvanometer, attached by cables to a 
photronic cell, so screened that an 
opening 6 mm. in diameter was exposed 
to the area of light being investigated. 
A light on the glass dial of the gal- 
vanometer indicated the amount of 
light in foot candles from 1 to 110. The 
accuracy of the calibration instrument 
had been checked by the Bureau of 
Electrical Standard in New York. The 
test was exceedingly simple. Readings 
could be made by any unskilled assist- 
ant. 

A pupillometer was shown which 
consisted of an adjustable headband, 
containing an arm holding a light. The 
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arm could be moved in all directions or 
be entirely removed from the headband 
when necessary. A guide on the arm 
kept the aperture of the arm at a fixed 
distance from the patient. There was a 
box upon which was a large, illuminated 
face, containing a scale graduated from 
21 to 1, and below this another scale 
showing the corresponding amount of 
foot candles from 1 to 19.5. A dial, con- 
trolled by a reostat, increased or de- 
creased the amount of light from 1 foot 
candle to 19.5 foot candles. In the cen- 
ter of the dial was a pushbutton which 
would cut light from any foot candle 
being used to 1 foot candle in order to 
return to .uue original intensity and al- 
low for the whole interval. Alternating 
current of 110 volts was used in each 
instrument. This instrument was ac- 
curate, easily manipulated, portable 
and of low cost. 
A. G. Fewell, 
Recorder. 


COLLEGE OF PHYSICIANS 
OF PHILADELPHIA 


Section on Ophthalmology 
February 16, 1933 
Dr. Leighton F. Appleman, chairman 


Cataract extraction; simple, combined 
and intracapsular 


Dr. Walter R. Parker of Detroit (by 
invitation) reported 150 cases operated 
on by each method. The patients se- 
lected for the simple operation were 
presumably favorable with large cor- 
neas, dilatable pupils and without com- 
plications. The cases selected for in- 
tracapsular operation (performed after 
the Knapp-Torok method) were also 
presumably uncomplicated, and the pa- 
tients at least 60 years of age. A large 
incision, including a conj‘1nctival flap, 
was attempted in every case and no su- 
tures, corneal or conjunctival, were em- 
ployed. The anterior chamber was ir- 
rigated in the cases operated after the 
combined or simple methods unless 
there was loss, or impending loss, of 
vitreous. A comparison of the visual 
results obtained was based on the num- 
ber of cases in each series with 6/12 
or better, and 6/15 or better vision, cal- 
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culations being based on the whole 
number operated on. Comparison was 
also made of those cases with 6/12 or 
better and 6/15 or better vision, calcu- 
lations based on the number remaining 
after all pathological conditions that 
might contribute to faulty vision were 
eliminated. The visual result based on 
the total number of cases was as fol- 
lows: 


6/12 6/15 
Combined 83.3% 91.3% 
Simple 73.3% 82.6% 
Intracapsular 75.3% 84 % 


Vision calculated on the number re- 
maining after all pathological condi- 
tions were eliminated: 


6/12 6/15 
Combined 87.4% 95.8% 
Simple 87.2% 93.2% 
Intracapsular 84.3% 94 % 


All cases of vitreous loss, however 
slight, were included in the report. It 
appeared in the combined group in 2 
percent of the cases, in the simple in 3.3 
percent and in the intracapsular group 
in 6 percent of the cases. In no case 
was the loss of vitreous a demonstrable 
factor in the visual result obtained. 
Prolapse of the iris occurred in the com- 
bined group in 1.3 percent of the cases, 
in the simple in 4 percent, and in the 
intracapsular in 2 percent. There were 
three cases of infection, one in each 
series of 150; .7 percent of the total 450 
cases. Secondary cataract was present 
in the combined group in 22.7 percent, 
in the simple in 32 percent and in the 
intracapsular in 5.3 percent. In no case 
was operation for secondary cataract 
followed by serious reaction. There 
were two deaths, one from pneumonia 
and one from tuberculosis and pneu- 
monia. , 


Some features of the intracapsular ex- 
traction 

Dr. Arnold Knapp of New York (by 
invitation) said that the great advances 
made in present-day preliminary prepa- 
ration were orbicularis paralysis, sub- 
conjunctival injection and_ superior 
rectus suture. 

The disadvantages could best be con- 
sidered by a study of the complications 
and these were taken up as furnished 
by a survey of a 4th hundred successive 
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intracapsular extractions. The types of 
cataract were: hypermature 20, mature 
28, immature 30, complicated 22. The 
resulting vision in the uncomplicated 
cases was 20/20 in 51; 20/30 in 27. The 
mode of extraction was tumbling in 
97 cases; capsule ruptured and sepa- 
rately extracted in 2 cases; head-on 2 
and pulled out, 1 case. There was hy- 
phemia in 11; iris prolapse in 4; vitre- 
ous loss in 5; late vitreous prolapse in - 
4. The complications included maculae 
cornea in 3; chronic iridocyclitis in 1; 
detachment of the retina in 2; second- 
ary glaucoma in 2; glaucoma in 4; ir- 
idocyclitis in 1; central choroiditis in 4; 
amblyopia in 1; retinitis pigmentosa 
in 1; retinitis (diabetic) in 2. 


The use of a corneal or conjunctival 

stitch in cataract extraction 

Dr. E. C. Ellett of Memphis (by in- 
vitation) said that the employment of 
some form of suture for closing the 
wound after cataract extraction had 
been advocated by many operators. The 
writer had had most experience with 
the corneo-scleral stitch of Kalt, and 
the conjunctival flap and sutures of Van 
Lint. While the use of a suture or su- 
tures might increase the manipulation 
and time, they tended to prevent or at 
least minimize vitreous and iris pro- 
lapse, to permit a deliberate and careful 
toilet of the wound, to promote early 
closure of the wound, and to lessen post- 
operative astigmatism. 


Discussion. Dr. C. E. G. Shannon 
said that it was agreed that the Smith 
method was unacceptable; that the 
Barraquer operation as performed by 
Barraquer himself was a beautiful pro- 
cedure and that his technic was beyond 
criticism, but that it was unsuitable to 
the average operator in this country; 
and that, finally, the Knapp or Knapp- 
Torok-Stanculoneau or Elschnig meth- 
od was generally recognized as the one 
most suitable to our requirements. 

He added that he had found it advan- 
tageous to inject 4 minims of adrenalin 
chloride fifteen minutes before the op- 
eration, to secure a persistent dilatation 
of the pupil following the section. By 
standing to the side of the patient in- 
stead of behind, following the iridecto- 
my, he was enabled to secure a clearer 
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view of the capsule and could grasp it 
more satisfactorily. For this suggestion 
which had been most helpful, he was 
indebted to the chairman, Dr. Apple- 
man. 

Dr. Luther C. Peter said that during 
the past five years, he had confined his 
cataract surgery entirely to intracapsu- 
lar methods, with a few exceptions in 
which he felt capsulotomy was clearly 
indicated and the cases in which the 
capsule ruptured and delivery was nec- 
essarily completed by other methods. 
Complications had not been increased, 
but diminished in number and in char- 
acter. Notable, in lowering the percent- 
age of complications, was the total ab- 
sence of secondary glaucoma, fewer 
cases of postoperative iritis, the absence 
of secondary cataract and epithelial 
growth, and finally the absence of pho- 
tophobia and annoying glare in those 
cases in which he had succeeded in pre- 
serving a round pupil. The latter could 
not always be obtained for obvious rea- 
sons, but with a small peripheral iri- 
dotomy could be secured in most in- 
stances. The difference in the comfort 
of a patient with a round pupil and one 
with the usual iridectomy warranted an 
attempt to preserve the pupil in every 
possible case even though iris prolapse 
might be somewhat higher in certain 
types of patients. 

As to method, he preferred delivering 
the lens by tumbling with the forceps. 
In his last series of 112 cases, the cata- 
ract was successfully delivered in 75.7 
percent; the forceps failed to grasp the 
capsule in 6.7 percent and the capsule 
ruptured in 17.6 percent. In the success- 
ful cases delivery was effected by 
smooth forceps with little assistance 
from the Smith hook. 

During the last year, about one-half 
of the cases which he had operated on 
were by the suction method. Although 
this series was incomplete in statistical 
data, 86.3 percent of lenses were suc- 
cessfully delivered in capsule. The cap- 
sule ruptured in 13.7 percent. As Bar- 
raquer pointed out, many cases of rup- 
tured capsule were due to too high a 
vacuum. The vacuum strength could 
not be regulated on the Green instru- 
ment. Furthermore, it was probable 
that the vibratory action of the Bar- 
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raquer instrument was better than the 
Green suction apparatus. The suction 
method seemed to be most successful 
in mature and sclerosed cataract in pa- 
tients over 60 years of age. The capsule 
had ruptured most frequently, in his 
hands, in patients under 50 years. This 
experience had furnished a guide in the 
choice between the forceps and the suc- 
tion methods. Other factors might en- 
ter into the choice after the section was 
made. 

In his own series of visions available, 
of intracapsular operations, mostly pri- 
vate cases, 43 percent obtained vision 
of 6/5 or better, 34 percent obtained vi- 
sion of 6/6; vision of 6/7.5 to 6/15 oc- 
curred in 21 percent of cases. In 40 of 
his older cases of capsulotomy hurried- 
ly gathered for purposes of comparison, 
36.3 percent had vision of 6/5 or better, 
27.3 percent vision of 6/6. Vision of 
6/7.5 to 6/15 occurred in 40 percent. 

Dr. L. F. Appleman said that the re- 
sults of his own experiences by the 
Knapp method showed 67.02 percent 
combined intracapsular cases with vi- 
sion of 6/12 or better, and, of these 
33.97 percent had 6/6, and 23 percent 
had 6/9. Of the classical combined ex- 
traction cases 58.73 percent obtained 
6/12 vision or better, of which 25.39 
percent had 6/6. 

Dr. Frederick Krauss said that he 
used largely the old method of com- 
bined extraction and found that by 
thoroughly washing the anterior cham- 
ber with a normal salt solution, he 
could remove practically all of the cor- 
tex so that the eye would remain free 
of reaction following the operation. The 
patient could usually be discharged on 
the 7th or 8th day. Instead of leaving a 
small conjunctival flap he continued 
this flap as high up toward the fornix 
as possible, leaving a long bridge of 
conjunctiva. 

Dr. Parker, in closing, said that in 
statistical results that compared the old 
operation with the intracapsular opera- 
tion, it was essential to know whether 
or not the anterior chamber was ir- 
rigated. He felt that the results were 
uniformly better when irrigation of the 
anterior chamber was done. 

A. G. Fewell, 
Recorder. 
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OVERSUPPLY OF PHYSICIANS 

Viewing the practice of medicine as a 
commodity, the number of physicians in 
the community has been largely regu- 
lated by the law of supply and demand. 
There are a few who still maintain that 
control of medical practice should de- 
pend entirely upon this principle, and 
that the licensing of physicians is a mis- 
take. They argue that the community 
should be left to demonstrate the wis- 
dom or folly of individual judgments 
as to medical efficiency upon the evolu- 
tionary principles of the survival of the 
fittest ; in other words, the ultimate de- 
terioration or extinction of those 
families in which poor judgment in se- 
lection of a physician is commonly 
manifested ! 

The custom of licensing in itself re- 
stricts the operation of the law of sup- 
ply and demand. But, as between differ- 
ent countries, there has been wide varia- 
tion in the extent to which the right to 
practice the healing art was limited by 
statute or otherwise. 
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In Sweden, one of the most highly 
civilized countries in the world and one 
with an excellent record as to health 
and longevity, there is only one physi- 
cian for every 2,890 inhabitants, where- 
as in the United States there is one li- 
censed physician for every 780 persons. 
It is interesting to note that in one of 
the most important factors of health 
control, namely the prevention of child- 
birth mortality, Sweden is greatly 
ahead of the United States. 

In England the ratio of physicians to 
population is slightly more than one- 
half of that found in the United States, 
the ratio in the former country being 
one to 1,490. In this connection it may 
be appropriate to remark that, in com- 
parison with general standards of liv- 
ing among the middle-class populations 
of the two countries, the average social 
and economic status of the English 
physician is probably superior to that 
of his American colleague. 

There are parts of the United States 
in which the relative number of physi- 
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cians is greatly below that for the whole 
country. Thus, Matas has shown that 
several parishes in Louisiana have only 
one doctor to 1,800 of the population. 
But, in the whole country, according to 
figures quoted by Bierring (American 
Medical Association Bulletin, 1934, 
volume 29, page 17), there is at present 
a surplus of approximately 35,000 
physicians, and, in spite of greatly im- 
proved standards and requirements for 
medical education, the oversupply is 
steadily increasing. 

While the economic problems of the 
medical profession have been intensified 
during the financial depression of the 
last few years, the disturbing influences 
of an oversupply in the number of 
physicians were felt in times of general 
prosperity. In most individuals the ex- 
act measure of honesty depends upon 
the pressure of circumstances. Econom- 
ic desperation encourages the worst 
manifestations of fee splitting, un- 
scrupulous and suicidal price cutting, 
the performance of unnecessary or dan- 
gerous “services,” and especially the at- 
tempt to undertake surgical work for 
which the practitioner is not qualified. 

Bierring calls attention to a recent 
full-page advertisement in a Chicago 
newspaper, according to which more 
than three hundred Chicago physicians, 
surgeons, and dentists offer “complete 
eye, ear, nose and throat, heart and 
lungs, neurologic, gynecologic, roent- 
gen, and laboratory examinations” at 
fees “so low as to be inconsistent with 
the type of service promised in the ad- 
vertisement.” 

In the long run, the public and the 
physician alike suffer from the demor- 
alization created by oversupply. In the 
Province of Alberta, Canada, the situa- 
tion has been met by passage of a law 
that no more physicians will be regis- 
tered in the Province until the ratio of 
physicians to population has reached 
one in 1,200. Obviously such a remedy, 
taken alone, would not be generally ap- 
plicable. 

Our own specialty has not escaped 
the destructive results of oversupply. 
From time to time we are assured that 
the number of well equipped ophthal- 
mologists may be greatly increased 
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without creating an oversupply, but 
calculations of this sort lose sight of the 
fact that a great proportion of the com- 
munity will never employ an ophthal- 
mologist outside the walls of a chari- 
table institution. 

Good refraction work was very poor- 
ly paid for; even at the average prices 
prevailing before the financial slump. 
The opportunity to urge upon the pa- 
tient unnecessary operations is certain- 
ly more restricted in ophthalmology 
than in some other surgical specialties, 
but it is apt to be encouraged by an ex- 
aggerated struggle for existence. 

Against artificial control of the num- 
ber of physicians, it is argued that un- 
der democracy there should be equal 
opportunity for all who wish to enter 
the learned professions. Yet in other 
matters bearing strongly upon public 
welfare it has been thought entirely 
proper to avoid destructive competition. 
Moreover, there is something to be said 
for the contention that, after the very 
great expenditure of time and money in- 
volved in modern preparation for medi- 
cal practice, the physician is entitled to 
some protection at the hands of the pub- 
lic which he serves, and that the public 
owes itself the duty of seeing that its 
own share in the cost of medical train- 
ing shall not be wasted. 

Entry to many important govern- 
ment services is by competitive exam- 
ination for which the number of en- 
trants always greatly exceeds the num- 
ber accepted. Many medical colleges are 
already rejecting a large percentage of 
those presenting themselves for ma- 
triculation. This is chiefly upon the 
basis of limited accommodation and fi- 
nancial resources. In principle, is there 
anything unsound in the suggestion 
that the total number of candidates for 
medical training throughout the whole 
country should be definitely limited 
from year to year in accordance with 
estimated need? 

Sooner or later, in spite of all objec- 
tions to centralization, the regulation of 
medical practice is likely to become a 
matter for federal rather than local con- 
trol. In many respects it is certainly an 
interstate problem. In the meantime the 
question of oversupply will continue to 
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be studied by such organizations as the 
Commission on Medical Education, and 
the Council on Medical Education and 
Hospitals, of the American Medical As- 
sociation. 

As a measure of voluntary control, it 
might be thought well to establish a na- 
tional advisory board from which each 
year the medical colleges of the country 
would receive recommendations as to 
the number of matriculants to be ac- 
cepted for the next college year. 

Alike for physician and patient, ex- 
cessive dependence upon the law of sup- 
ply and demand as regards the number 
of medical practitioners is likely to de- 
velop more harm than good, and arti- 
ficial control may prove necessary in 


the interest of all concerned. 
W. H. Crisp. 


MEETING AT SALT LAKE CITY 


The American College of Surgeons 
has nearly 2,000 Fellows who restrict 
their practice to ophthalmology and 
oto-laryngology. But the “General Sur- 
geons,’ who control the policy of the 
organization, have been slow to recog- 
nize that these “specialists” had as real 
and deep an interes. in raising profes- 
sional standards as those who under- 
took operations on any part of the body, 
and claimed special right to the surgical 
prestige and traditions 9f the past. 
These leaders, impressed by the im- 
portance of annual clinical congresses 
and the great numbers of surgeons 
brought by such congresses into opera- 
tive clinics in the large eastern cities, 
have never been willing to undertake 
one of these annual gatherings west of 
the Mississippi River. But, to com- 
pensate Fellows who live far from the 
eastern cities, for lack of-opportunity to 
join the throngs that crowd the clinics 
of the Annual Congresses, Sectional 
Meetings have been established, where 
the Fellows who in a group of 
states can have the advantage of seeing 
and hearing some of those who direct 
the affairs of the College from the cen- 
tral office, and other prominent sur- 
geons invited to these gatherings. 

Such a Sectional Meeting has been 
held for the first time in Salt Lake City, 
February 27 to March 1 inclusive. The 


states constituting this section are 
Utah, Idaho, Wyoming and Colorado. 
A similar meeting was held previously 
in Oklahoma City ; and others followed 
in Spokane, Los Angeles and Phoenix. 
These meetings all illustrate the real in- 
terest and eagerness of the profession 
to utilize every opportunity for gradu- 
ate study. The local specialists, with 
visitors from the adjacent states, at- 
tended the meetings and clinics, in num- 
bers greater than were gathered by 
either of the national special societies 
The clinics at the four approved hospi- 
tals were given to presentation of cases 
by local men; which were then made 
subjects of questions and discussions 
by those present. 

A boy, blind with sympathetic oph- 
thalmia, illustrated the special dangers 
of this disease to children. There was a 
case of alternating exophthalmos of 
high degree, associated with thyroid 
disease. The photography of cases was 


illustrated. Treatment of detachment of - 


the retina came in for the usual discus- 
sions. 

The most striking feature of the 
meeting was the evening meeting, on 
health interests for the public. This 
filled the Tabernacle, holding ten thou- 
sand, and an overflow meeting of about 
fifteen hundred in another hall. It was 
the largest meeting of the kind ever 
held in America, and the audience 
stayed three hours to hear the ad- 
dresses, which were given in both the 
auditoriums. Moving pictures made the 
people familiar with the work of hos- 
pitals ; as, in the scientific sessions, they 
illustrated operations on the eye. 

Edward Jackson. 


INTERSTITIAL KERATITIS, A 
MODERN ANACHRONISM 


Interstitial keratitis is one of the most 
intractable and one of the least satis- 
factory diseases to treat. It frequently 
reaches the ophthalmologist after the 
cornea has been so involved that the 
restoration of good sight is impossible. 
It is one of the most common causes 
of defective vision and of blindness. It 
is also one of the most preventable of 
the eye diseases. 
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Syphilologists tell us that if the 
mother be adequately treated before the 
birth of the child even after pregnancy 
has become established, freedom from 
syphilis in the child can be almost as- 
sured. This is well known to most medi- 
cal men. Yet the incidence of syphilis is 
still enormous. In a survey made in an 
important industry 10 percent of an un- 
selected group of 3,000 employees were 
found to give positive Wassermann re, 
actions. The number of syphilitic wom- 
en in the various prenatal clinics varies 
from 3 to 30 percent with an average of 
about 8 percent. Of the syphilitic chil- 
dren born of these infected women, from 
50 percent to 75 percent develop serious 
diseases of the eyes. The cornea and) 
uveal tract are most generally involved. 

How common are these prenatal in- 
fections a glance at the annual report 
of any considerable eye clinic will show. 
In two alone of the major infirmaries 
in the City of New York during the 
past year there was fifty-eight cases of 
interstitial keratitis and in one in Phila- 
delphia there were twenty. Undoubted- 
ly a similar proportion would be found 
in the clinics of every large city. The 
modern treatment of congenital syphilis 
is much more effective than formerly, 
especially when instituted at an early 
period before organic tissue changes 
have occurred, but how much this is 
neglected is shown in the 158 children 
who were last year registered in the 
various schools for the blind. This 
makes no accounting of the half blind 
struggling for an education in the three 
or four hundred sight saving classes, of 
the adults begging their livelihood on 
street corners nor of the innumerable 
others handicapped by monocular blind- 
ness through life. The woman who in- 
fects her unborn child is often as inno- 
cent as the babe in her womb and is fre- 
quently wholly unaware of the fact that 
she is a victim of syphilis or that treat- 
ment is necessary. Who among the 
mass have been infected by the spiro- 
chete, can be determined only by mak- 
ing blood tests in early pregnancy as 
much a matter of routine as is the use 
of the silver salt in the eyes of the newly 
born. Since remedial treatment of the 
mother is so effective, at least in saving 


EDITORIALS 


445 


the eyes of the child, it is difficult to 
understand why the measures for the 
protection of these infected women 
should have been so long delayed. It is 
doubtless in large measure due to popu- 
lar ignorance concerning syphilis, its re- 
sults and the possibilities of its cure. It 
is unfortunately the story of ophthal- 
mia neonatorum over again but involv- 
ing larger numbers and with equally, if 
not more disastrous results. 

Credé’s discovery of the efficacy of 
silver nitrate in preventing birth infec- 
tions was published in 1881. From that 
time on, its value as a preventive of in- 


. fection of the eyes of the new born was 


generally known to the better class of 
physicians. The subject was repeatedly 
discussed in medical gatherings. Yet so 
little were the doctors themselves able 
to control this condition that a quarter 
of a century later the pathetic proces- 
sion of children entering the schools for 
the blind had scarcely been noticeably 
diminished. Those who knew told 
others who also knew what should be 
done while those who did not know or 
were not sufficiently interested to care 
went negligently on, allowing a multi- 
tude of babies to become blind. Obste- 
tricians and midwives did not treat dis- 
eases of the eye and eye physicians 
were not publicists nor health officials. 
It was not until this prodigal waste of 
human material became a subject of 
general concern that effective action 
was finally taken. At last the mothers 
themselves learned of the menace to 
their babies’ eyes and a concerted move- 
ment by ophthalmologists, obstetri- 
cians, health officials and the public was 
begun in a frontal attack on the disease. 
Almost immediately the annual number 
of blinded eyes began to diminish. In 
the twenty following years the number 
of children who had lost their sight 
from ophthalmia neonatorum dropped 
steadily and progressively from 26 per- 
cent to 7 percent. 

A similar and even more serious con- 
dition in relation to congenital syphilis 
presents itself to us today and the pos- 
sibilities of its control are equally great. 
Must we wait twénty years more before 
this pestilence is stayed? 

An obstacle to a concerted preventive 
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movement has been found in the Vic- 
torian prudery that prevents a free dis- 
cussion of syphilis. “It is unfortunate.” 
says Stokes, “that such an important is- 
sue as the prevention of syphilis should 
be handicapped by the repugnant atti- 
tude of the public and it is a part of the 
duty of those interested in elimination 
of the disease to educate the public in 
this respect. It is hoped that the posi- 
tive attitude assumed by the United 
States Public Health Service on this 
question will eventually awaken the 
States, counties and cities, to its im- 
portance.” 

So far has this absurd attitude been 
carried that a public health film show- 
ing in dramatic form the dangers of 
syphilis has been censored by the au- 
thorities of the State of New York while 
the most sensuous pictures are allowed 
to be presented freely. There can be no 
woman who would not gratefully re- 
ceive instruction that would prevent 
her from giving birth to a syphilitic 
child. 

A most effective remedy for the pre- 
vention of congenital syphilis and gono- 
coccic infections would be such legisla- 
tive enactments as would control the 
issuance of marriage licenses to those 
affected. In justice to the persons enter- 
ing into such a contract and to their 
progeny it should be required that 
neither of them has an infectious dis- 
ease jeopardizing the health or well- 
being of the other when the license is 
issued. Such a contract would not be 
permitted if either one had small pox; 
and syphilis and gonorrhea are infinite- 
ly worse. After making a diagnosis of 
those infected, means should, of course, 
be provided for their treatment. This 
would undoubtedly greatly reduce the 
number of prenatal infections. 

The prevention of infection in these 
unborn children would be of great but 
secondary economic importance. It has 
been estimated that the increased cost 
to the community for the maintenance 
of each blind individual during his life- 
time because of his loss of sight is not 
less than $10,000.00, a sum more than 
enough to pay for the saving of many 
mothers and many eyes. 

Through the combined initiative of 
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the National Society for the Prevention 
of Blindness and the American Social 
Hygiene Association, an effort has been 
made to enlist the cooperation of the 


American Medical Association in a 
more intensive program for the preven- 
tion of congenital syphilis than has yet 
been undertaken, “‘to the end of secur- 
ing for every pregnant woman adequate 
examinations, including tests for syph- 
ilis, and early treatment for all showing 
infection.” In furthering this movement 
ophthalmologists should be actively 
concerned. A great service will have 
been accomplished for humanity when 
interstitial keratitis shall have been 
made to disappear. 
Park Lewis. 


VISUALIZATION OF DISLO- 
CATED LENSES 


In this issue of the Journal is de- 
scribed a lamp which can be utilized in 
the operation for extraction of lenses 
dislocated into the vitreous (see page 
414). Though this condition occurs in- 
frequently it is not however extremely 
rare as a result of industrial accident 
and when it occurs introduces a very 
difficult problem for the ophthalmolo- 
gist. 

The diagnosis can be made without 
great difficulty as the tumulous iris 
gives a very apparent clue. The pupil 
usually dilates or semidilates and an 
edge of the floating lens can frequently 
be seen. Often the eye is quiet and 
vision only moderately impaired, vitre- 
ous opacities being usually present. In 
some cases the lens may be almost or 
even completely detached and visible in 
the vitreous. The vitreous may be 
greatly disturbed and at times hemor- 
rhage may obscure the entire picture. In 
the cases of minor dislocations there is 
always a temptation not to interfere 
but the rule is that before long, even in 
slight traumatic dislocations into the 
vitreous, a secondary glaucoma will ul- 
timately result, differing in this from 
the congenital dislocations in which 
cases secondary glaucoma almost never 
occurs. 
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Most surgeons have thought that an 
attempt at removal of the lens displaced 
into the vitreous by injury was the wis- 
est procedure but this has often been 
an exceedingly difficult operation and 
one that has frequently resulted bad- 
ly. The patient is usually placed on his 
back and a cataract incision made. The 
clear lens at the beginning of the opera- 
tion is fairly well seen. As soon as the 
incision is made, however, the cornea 
becomes slightly cloudy, the iris con- 
tracts somewhat and the clear lens can 
be poorly seen, if at all. A loupe is in- 
troduced as closely as possible behind 
the lens and if fortune is with the opera- 
tor the lens is at once delivered by 
counter-pressure. Frequently however 
the opening of the eyeball is followed at 
once by a gush of vitreous and the lens 
is lost sight of and a long and fearful 
period of fishing ensues. 

Most of these difficulties are elim- 
inated by the use of the lamp described 
by Hildreth. It is surprising how clearly 
the transparent lens can be seen in the 
beam of violet light. The eye is anes- 
thetized by three instillations of 5 per- 
cent cocain with adrenalin, akinesia of 
the orbicularis is obtained with 2 per- 
cent novocaine injection and 1% c.c. of 
this is injected retrobulbarly. This 
usually reduces the intraocular tension 
after a very few minutes. A small bleb 
of the cocaine-adrenalin solution is in- 
jected subconjunctivally at the limbus, 
exactly opposite the hinged attachment 
of the dislocated lens. Three minutes 
later a cataract section is made as near- 
ly as possible directly away from the 
hinge, the knife coming out through the 
conjunctival bleb leaving a small flap. 
Usually no vitreous extrudes because 
of the soft eye produced by the retro- 
bulbar injection. A single suture is 
placed through the conjunctival flap 
and the conjunctiva beyond the incision 
and loosely tied. An iridectomy is then 
made. The head mirror is now utilized 
to focus the ultraviolet beams on the 
dislocated lens and the room darkened 
to a considerable extent. The lens glows 
in fluorescence, appearing as a greenish- 
violet object. It is now no trick at all to 
place the loupe behind the lens and with 
gentle counter-pressure express it, often 


without vitreous loss. The iris is re- 
placed and the suture tied. 

The adjustment of the head mirror is 
not as simple as might be and the future 
will probably see a lamp so constructed 
that it can be worn, instead of depend- 
ing on reflected light but the method as 
now available is a great advance on the 
former necessity of working in the 
dark. Lawrence T. Post. 


BOOK NOTICES 


Glaz i yevo rabota (The eye and its 
functions). By Professor S. V. 
Kravkov. Published by the Gos- 
sudarstvennoe Meditzinskoe Izda- 
telstvo, Moscow. Price 5 rubles. 
1932. 


A compact but exhaustive text book 
of the physiology of vision, a long-felt 
want in the Russian language, accord- 
ing to the publishers and author, is of- 
fered in this well illustrated and printed 
volume. Complete and up-to-date bib- 
liographies accompany each chapter. 
There is a noteworthy familiarity with 
the American contributions to the sub- 
ject. A very thorough chapter on light- 
ing and visual fatigue, in which Ameri- 
can liberality with illumination is com- 
mended, points out that the best indices 
of visual fatigue are to be found in the 
muscular reactions, such as accommo- 
dation and convergence, rather than in 
retinal sensations, M. Davidson. 


Studies in ophthalmic science. 224 
pages, many illustrations, some 
colored. Published by the Ameri- 
can Medical Association, Chicago, 
1934. 

This is a beautifully bound copy of 
the Wilmer Memorial Volume _ re- 
printed from number one, volume eleven 
of the Archives of Ophthalmology. The 
editors deserve great credit for this 
compilation. Many famous names are 
included in the twenty-five contributors 
to the volume and there is an unusual 
number of exceedingly interesting arti- 
cles. The illustrations are numerous and 
excellent reproductions. 
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It is very fitting that Dr. William 
Holland Wilmer should be honored in 
this manner as his contributions to oph- 
thalmology have been great. The Jour- 
nal takes this opportunity to congratu- 
late him. Lawrence T. Post. 


Mental hygiene in the community. By 
Clara Bassett. 394 pages. Published 


by the Macmillan Company, New , 


York, 1934. Price $3.50. 


This book is a very complete pres- 
entation of the subject of mental hy- 
giene. The various chapters consider 
the relationship to medicine, nursing, 
social service agencies, delinquency and 
law, parental education, the pre-school 
child, education and teacher training, 
the church and theological training, in- 
dustry, recreation, and psychiatric insti- 
tutions and agencies. The first three are 
of particular interest to the doctor. The 
application to ophthalmology is not 
specific but occurs in the general medi- 
cal relationship. 

The book is carefully and thought- 
fully written as have been the other 
works by this same author. Binding and 
printing are above reproach, character- 
istic of all Macmillan publications. 

Lawrence T. Post. 


A glossary of French medical terms 
referable to the eye. By Ellen Ker- 
ney. 209 pages. Published by The 
Institute of French Studies, Inc., 
Columbia University, New York, 
1934. Paper bound. Price $1.50. 


This volume obviously represents a 
tremendous amount of work but though 
occupying 209 pages the author does 
not claim that it is more than an at- 
tempt to collect eye terms listed in 
standard works and new phrases used 
in recent magazine articles. 

This thesis was compiled under the 
supervision of Professor Henri Muller, 
Executive Officer of the Department of 
Romance Languages, Columbia Uni- 
versity. It was read and criticized from 
the viewpoint of ophthalmology by Dr. 
Webb W. Weeks. 

After each definition is given the 
source of the information. To the reader 
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of French ophthalmic articles the book 
will prove of considerable value as an 
adjuvant to the usual French diction- 


ary. Lawrence T. Post. 


OBITUARIES 
Arnoldo Angelucci 


“Know ye not that a prince and a great man 
has this day fallen?” 

Those who had the good fortune to 
attend the Twelfth International Oph- 
thalmological Congress held at Naples 
in 1909 will not readily forget the un- 
wearying efforts of its President, Pro- 
fessor Angelucci, to make that which 
proved to be the last international meet- 
ing before the Great War, a most 
happy, successful and scientific affair. 
The next gathering was to have been 
held in Russia in 1914 but a score of 
years had to pass before representatives 
of the contesting nations could amica- 
bly meet together in Holland in 1929. 
There, under the harmonizing influence 
of Van der Hoeve, de Lapersonne, de 
Grosz, Maggiore and others there was 
a recementing of broken friendships 
strengthened by mutual cooperative ef- 
forts in the congressional meeting and 
later in the more personal contacts 
brought about by the formation of the 
International Society for the Preven- 
tion of Blindness and the International 
League for the Control of Trachoma. 
In these Angelucci was active and he 
carried back to Italy renewed energy in 
supplementing the Duce’s efforts to 
make the Italians a strong and vigorous 
people. 

Angelucci had lived nearly all of his 
long life (he was nearly eighty when he 
died) in the Southlands of Italy. A 
young professor at Cagliari, he ad- 
vanced rapidly to Messina, to Palermo, 
and finally to Naples succeeding the 
then great master De Vincentiis, a posi- 
tion which he filled until 1929 when 
having reached the age of retirement he 
was made Honorary Professor to his 
old university. 

Arnoldo Angelucci was deeply read 
in medicine and his brilliant mind and 
keen faculty of observation gave his 
half century of clinical experience an 
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exceptional value. He had lived the 
greater part of his life in a region 
abounding in trachoma and was firmly 
convinced that this disease was based 
on a lymphoid constitution and that 
this in turn was due to constitutional 
deficiencies resulting from  constitu- 
tional syphilis, tuberculosis, alcoholism 
or other causes lowering the resistance, 
causing a deficiency of calcium, making 
ready susceptibility to the infective ele- 
ment passing from one to another. 

So insistent was he on the presenta- 
tion of his convictions that at times he 
urged them perhaps too importunately 
and too insistently but his teaching has 
already born fruit throughout Italy in 
more extensive treatment of the youth 
in the schools. 

In prolonged medico-legal debate 
carried on between himself, Cirincione, 
de Bono and Gennaro on the relation- 
ships between a pituitary tumor and an 
earlier traumatism, principles were laid 
down that were of fundamental im- 
portance and would make a valuable 
text-book. His wide general scholar- 
ship, his knowledge of the arts and sci- 
ences, his familiarity with foreign 
tongues, his mental alertness, and his 
prodigious activity made Angelucci 
easily one of the most noted ophthal- 
mologists of his time. His pupils were 
innumerable, many of them have them- 
selves become celebrated teachers. His 
loss will be felt wherever civilization is 
found, but the results of his labor will 
endure. Requiescat in pace. 

Park Lewis. 


José de Jesus Gonzalez 


Dr. José de Jesus Gonzalez, a promi- 
nent Mexican ophthalmologist of Leén, 
passed away some weeks ago. Dr. Gon- 
zalez was a member of the Mexican 
Ophthalmological Society, a corre- 
sponding member of the Academy of 
Medicine in Mexico City and a prolific 
writer in ophthalmology, having con- 
tributed for many years to the Anales de 
Oftalmologia of Mexico, to the Gaceta 
Medica and other journals. He also 
published some papers in the American 
Journal of Ophthalmology. He was 
considered one of the leading ophthal- 


mologists in his country and regularly 
attended the periodical meetings of the 
Medical Congress, where his articles 
and opinions were sought and re- 
spected. Besides being an ophthalmolo- 
gist he was interested in the medical ex- 
amination of school children, and wrote 
an excellent book on School Hygiene 
which was used extensively in Normal 
Schools as a text book, and by medical 
inspectors as an authority on the sub- 
ject. 

Some years ago he undertook the 
building of an eye clinic giving not only 
of his time and services but his own 
money to make possible in the midst of 
the civil war which ravaged Mexico, the 
construction and functioning of the 
hospital. 

On the 25th Anniversary of his 
graduation, 1922, he collected in two 
volumes “Estudios de Oftalmologia” 
and “Estudios de Neurologia” all the 
papers he had published on theses sub- 
jects. 

A man of character and great integ- 
rity a religious and pious soul, an inde- 
fatigable worker and a sincere and loyal 
friend, his untimely death is a great loss 
for ophthalmology and his country. 

Manuel Uribe Troncoso. 
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Sodium Evipan; A new general 
anesthetic 


Every so often comes the announce- 
ment of a new agent for local or general 
anesthesia, usually heralded by an im- 
pressive array of figures to prove how 
harmless it is or how efficacious or how 
rapid or how what not. During the 
course of the subsequent eighteen 
months, from six to ten further articles 
in praise of the preparation accumulate 
with probably one or two adverse criti- 
cisms. By that time the various larger 
clinics are trying it and within about 
two years the real value has been de- 
termined and the anesthetic has its place 
established in the cosmos. 

During the past year, a large number 
of articles have appeared in the German 
literature extolling the virtues of a new 
general anesthetic used by the intra- 
venous route, called Sodium Evipan 
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(Evipan Natrium). It is a barbiturate 
with a complex chemical formula. The 
anesthesia is complete within sixty sec- 
onds from the beginning of the injection 
and lasts from fifteen to twenty 
minutes. There is a complete muscular 
relaxation, sufficient to permit of any 
type of surgery. The big advantages to 
the ophthalmologist are twofold; the 
elimination of the anesthetist from the 
neighborhood of the operative field, and 
the complete absence of excitation, or 
nausea, or vomiting upon awaking. 
Other general anesthetics possess one 
or the other of these advantages, but 
none have both. 

Sodium Evipan is used as a freshly 
prepared 10 percent solution and is in- 
jected intravenously. The amount 
varies with the age, weight, and general 
condition of the patient, the maximum 
dosage being 10 c.c. The only known 
contra-indications are asthma, disease 
of the liver (the drug is eliminated 
rapidly by the liver), and such general 
debility as would render any anesthetic 
hazardous. The danger to life seems to 
be slight, as twenty thousand injections 
have been reported from one clinic with 
but one fatality. The first 4 c.c. must be 
injected very slowly, not faster than 1 
c.c. per fifteen seconds. After that the 
rate of injection may be increased. The 
patient falls asleep, the eyes shutting 
and the jaw dropping, in from thirty to 
sixty seconds from the time the injec- 
tion is started, that is to say, after 2 to 
5 c.c. have been injected. The opera- 
tion may be started when 2 more c.c. 
have been injected. The pulse rate rises 
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rapidly up to 130 or 140 per minute, but 
within four minutes is nearly normal 
again. A slight drop in blood pressure 
occurs simultaneously. The effects of 
the anesthetic last from fifteen to 
twenty minutes, depending upon the 
amount used and upon the weight and 
vitality of the patient. If more time is 
required, 2 c.c. additional may be in- 
jected just before the patient wakes and 
repeated if necessary. Awakening from 
this anesthesia is not accompanied by 
any physical or mental excitation nor 
by any physical discomfort such as 
nausea. No untoward after-effects have 
been noted. 

I have used this anesthetic in about a 
dozen cases: enucleations, iridectomy 
upon painful eyes, muscle operations in 
apprehensive individuals, and other 
ophthalmic operations that require not 
more than fifteen minutes. Sodium Evi- 
pan seems to fulfill the needs of the 
ophthalmologist for a general anes- 
thesia of short duration unaccompanied 
by physical excitement or exertion 
upon awakening. 

Harry S. Gradle. 


ERRATUM 


In the review of Moreno’s book on 
“Hospital de la Santa Cruz y San Pablo 
de Barcelona. El servicio de oftalmo- 
logia del Profesor I. Barraquer,” on 
page 264, line 15, second column, para- 
graph two in the March, 1934, issue of 
the Journal, the sentence should indi- 
cate that it is the surgeon who is sitting 
and not the patient. 
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Epitep By Dr. WILLIAM H. Crisp 


Abstracts are classified under the divisions listed below, which broadly correspond to 
those formerly used in the Ophthalmic Year Book. It must be remembered that any 
given paper may belong to several divisions of ophthalmology, although here it is only 
mentioned in one. Not all of the headings will necessarily be found in any one issue of the 
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Journal. 


. General methods of diagnosis 

. Therapeutics and operations 

. Physiologic optics, refraction, and color 
vision 

Ocular movements 

Conjunctiva 

Cornea and sclera 

Uveal tract, sympathetic disease, and 
aqueous humor 

Glaucoma and ocular tension 

. Crystalline lens 


10. Retina and vitreous 

11. Optic nerve and toxic amblyopias 

12. Visual tracts and centers 

13. Eyeball and orbit 

14. Eyelids and lacrimal apparatus 

15. Tumors 

16. Injuries 

17. Systemic diseases and parasites 

18. Hygiene, sociology, education, and his- 
tory 

19. Anatomy and embryology 


5. CONJUNCTIVA 
Shevelev, M. Pterygium operation 
with a flap of conjunctiva from the low- 
er fornix. Sovietskii Viestnik Opht., 
1933, v. 3, pt. 3, p. 311. 


For extensive pterygium with tend- 
ency to recurrence the author recom- 
mends transplantation of conjunctiva 
from the lower fornix into the space oc- 
cupied by the pterygium and implanta- 
tion of the pterygium into the denuded 
area of the fornix. Ray K. Daily. 


Stepanova, G., Azarova, H., and 
Goldfeder, A. Biologic method of dem- 
onstrating bacillus granulosis. Soviet- 
skii Viestnik Opht., 1933, v. 3, pt. 4, 
p. 352. 

The authors inject 0.3 to 0.5 cm. of 
a thick emulsion of the expressed tra- 
choma follicles into the testis of a rab- 
bit. The testis is extirpated in from four 
to five days. To its macerated paren- 
chyma is added 3 to 5 cm. of Tirod’s 
jelly. The resulting material is inocu- 
lated into a culture medium consisting 
of Tirod’s jelly and organic tissue, the 
latter being supplied by chicken em- 
bryos or rabbit kidneys. While control 
cultures on ordinary media were nega- 
tive, these cultures contained bacillus 
granulosis in such numbers that they 
were demonstrated with ease. 


Ray K. Daily. 
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Trapesontzewa, C., and Nikolskaja, 
Z. The bactericidal properties of chaul- 
moogra oil. Rev. Internat. du Tra- 
chome, 1934, v. 11, Jan., p. 29. 

The authors review the Russian lit- 
erature dealing with the chemical com- 
position and pharmacodynamic action 
of chaulmoogra oil. They have studied 
the bactericidal action of the oil on nu- 
merous bacteria and molds. On many 
organisms chaulmoogra oil has no 
harmful effect. The elective action of 
the oil is particularly marked on the 
molds and on the bacilli of tuberculosis, 
diphtheria, and leprosy. This action 
suggests a close relationship between 
these organisms, and the therapeutic 
effect of the oil in trachoma suggests a 
relationship between the etiologic agent 
of this disease and the previously men- 
tioned microbes. The combination of 
chaulmoogra oil with copper was found 
effective in trachoma. 

Phillips Thygeson. 


Wasserman, I. Repeated expression 
in trachoma. Sovietskii Viestnik 
Ophth., 1933, v. 3, pt. 4, p. 399. 

Gentle expression of the follicles un- 
der local anesthesia every four to five 
weeks, with the use of 0.25 percent zinc 
sulphate in the interim, led to complete 
cure in 91 out of 107 cases. The average 
number of expressions was four. 


Ray K. Daily. 
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Zachert, M. Chaulmoogra oil in the 
treatment of trachoma. Klinika Oczna, 
1933, v. 11, pt. 4, p. 520. 


As an auxiliary to expression of tra- 
choma granules chaulmoogra oil is su- 
perior to all other therapeutic agents. 
It may be forcibly massaged into the 
everted lids with a cotton-wound appli- 
cator, or may be applied with a glass 
rod under the lids. The transitory re- 
action disappears in from three to five 
minutes, leaving the conjunctiva cov- 
ered with a moist film. The patient may 
return to his work immediately. Chaul- 
moogra oil penetrates deeper and 
causes less cicatrization than other 
drugs. Ray K. Daily. 


6. CORNEA AND SCLERA 


Blank, Adolf. A case of congenital 
luetic nodular parenchymatous kerati- 
tis. Klin. M. f. Augenh., 1934, v. 92, 
Feb., p. 234. 


A man aged twenty-two years, af- 
fected with congenital lues, developed 
nodular keratitis fourteen years after 
recovery from parenchymatous kerati- 
tis. After unsuccessful local treatment 
for months energetic antiluetic treat- 
ment cured the lesion, which was prob- 
ably gummatous. C. Zimmermann. 


D’Osvaldo, E., and Filla, E. Pathol- 
ogy and treatment of luetic parenchym- 
— Lettura Oft., 1933, Dec., 
p. 555. 


Twenty-six cases of luetic paren- 
chymatous keratitis were treated and 
studied. Only one patient had the ac- 
quired type of lues. The patients ranged 
in age from three to twenty-five years. 
Most frequently the disease occurred 
between the ages of five and fourteen 
years. In the majority of cases the dis- 
ease started in peripheral sectors of the 
cornea and extended centrally. The dis- 
ease may be avascular. In some cases 
no bulbar irritation was present. These 
showed a brief course and total clear- 
ing of the cornea. The slitlamp proved 
indispensable for diagnosis in preco- 
cious cases. Treatment should include 
mercury inunctions, insoluble bismuth, 
and arsenobensol in moderately in- 
creasing doses. Roentgentherapy is of 
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benefit, early or late, especially in the 
torpid cases; but it may produce late 
cataract. Fever therapy did not influ- 
ence the course of the disease. In a case 
in which malaria was coexistent and 
in another with typhoid, no appreci- 
able change was noted in the course of 
the keratitis. (Bibliography.) 
F. M. Crage. 


Fleischer, B., and Gerlach, W. Con- 
cerning the pigment of the Kayser- 
Fleischer corneal ring. Klin. Woch., 
1934, v. 13, Feb. 17, p. 255. 


Spectrographic examination of an en- 
tire eyeball containing the Kayser- 
Fleischer corneal ring pigmentation re- 
vealed complete absence of metallic sil- 
ver, thus confirming the findings re- 
cently published by Gerlach and Rohr- 
schneider. Bertha Klien Moncreiff. 


Friede, Reinhard. The variability in 
size, form, and surface refraction of 
macrocornea. Graefe’s Arch., 1933, v. 
131, p. 466. 


Macrocornea is present when the 
breadth of the cornea is 12.2 mm. or 
over. Among 10,940 human eyes ob- 
served there were 739 cases of macro- 
cornea, including 437 males and 302 fe- 
males. The horizontal diameter of the 
cornea varied between 12.2 and 13.5 
mm. and the vertical between 12.0 and 
13.0 mm. Whereas the refraction at the 
surface of the normal cornea lay most 
frequently between 43.0 and 45.0 diop- 
ters, that for the macrocornea with a 
horizontal diameter of 12.2 mm. was 
more commonly 40.1 to 41.0 D., that 
for a cornea of 12.3 mm. was 42.1 to 
43.0 D., for a cornea of 12.5 mm. it was 
43.1 to 44.0 D., for a cornea of 12.7 mm. 
it varied between 40.0 and 42.0 D., for 
a cornea of 13.0 mm. it was 42.1 to 43.0 
D., and in the cornea with a horizontal 
diameter of 13.5 mm. it was between 
44.1 and 45.0 D. H. D. Lamb. 


Friede, Reinhard. Variability in size 
of the cornea and in central and periph- 
eral refraction of the surface of the nor- 
mal cornea, and their relation to micro- 
cornea and megalocornea. Klin. M. f. 
Augenh., 1933, v. 91, Dec., p. 766. 
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Friede measured the horizontal and 
vertical diameters of the cornea, the 
central refraction of its surface, and in 
a small proportion of the cases the 
peripheral refraction. The horizontal di- 
ameter of the cornea fluctuated between 
13.5 and 7.0 mm. Including measure- 
ments by other authors the range 
would be from 18.0 to 5.0 mm. The re- 
sults are tabulated and illustrated in 
curves. C. Zimmermann. 


Gabriélidés, A. Histologic and micro- 
biologic study of concretions in leprous 
episcleritis. Ann. d’Ocul., 1934, v. 171, 
Jan., pp. 37-44. 

A case of leprous episcleritis was 
seen, and returned later with great 
damage to the cornea. Over the sclera 
were scattered numerous fine yellow 
concretions resembling those seen in 
chronic conjunctivitis. The lepra ba- 
cillus was isolated. 

H. Rommel Hildreth. 


Kokott, W. Lines of cleavage of the 
sclera. Klin. M. f. Augenh., 1934, v. 92, 
Feb., p. 177. 


An anatomical description of the 
lines of cleavage and the course of the 
fibers of the sclera is given with illus- 
trations. It was not possible to deduce 
a unified conception of the functional 
significance of the scleral structure. 

C. Zimmermann. 


Kunz, E. The action of vogan, a vita- 
min-A product, in a case of keratoma- 
lacia. Klin. M. f. Augenh., 1934, v. 92, 
Jan., p. 74. 

A poorly nourished girl of five 
months suffered from bronchopneu- 
monia of the right upper lobe and kera- 
tomalacia of both eyes. After improve- 
ment under milk diet and cod-liver oil 
the affection subsided upon use of five 
drops of vogan three times daily, leav- 
ing slight corneal maculas. Vogan is 
recommended as superior to cod-liver 
oil, especially in cases with digestive 
disturbance. C. Zimmermann. 


Labedz, M. X-rays in the treatment 
of parenchymatous keratitis in dogs, 
and a consideration of the etiology and 


pathogenesis of the disease. Klinika 
Oczna, 1933, v. 11, pt. 4, p. 486. 


Ten cases of parenchymatous kerati- 
tis in dogs were cured with x-rays and 
remained free of recurrence while un- 
der observation for one year. To avoid 
immediate and late complications the 
dose should not exceed twelve percent 
of an erythema dose, both eyes should 
not be irradiated at the same sitting, 
and irradiations should be repeated 
every two or three weeks. Combination 
of x-rays with the customary therapeu- 
tic procedures is advantageous. The dis- 
ease of Carre, common in young dogs, 
plays the same part as syphilis does in 
humans. Ray K. Daily. 


Menestrina, G. Spontaneous interca- 
lary staphyloma. Lettura Oft., 1934, 
Jan., p. 13. 

This abnormality, the size of a pea, 
occurred in a boy thirteen years of age. 
The vision of the eye was 3/60, in- 
creased to 0.1 with +10.00 cylinder axis 
180°. The tension was normal. After 
surgical separation of a small anterior 
synechia the staphyloma was excised. 
Sutures were taken in the corneal and 
scleral lips. Six months after the opera- 
tion the vision with —3.00 cylinder axis 
120° was 0.3. F. M. Crage. 


Mitzkevich, L. On transplantation of 
mucous membrane in ophthalmology. 
Sovietskii Viestnik Opht., 1933, v. 3 
pt. 3, p. 299. 


In five cases of Denig’s operation the 
author used mucous membrane from 
the lips of other patients. For from 
eleven to twelve days the postoperative 
course did not differ essentially from 
that of transplantation of the patient’s 
own mucous membrane. On the elev- 
enth or twelfth day there developed a 
reaction with extensive hemorrhages in 
the transplant, and atrophic and ne- 
crotic changes followed. A piece of the 
transplant excised for microscopic ex- 
amination showed the transplanted epi- 
thelium infiltrated with leucocytes and 
lymphocytes; with areas of necrosis in 
the superficial layers. The superficial 
subepithelial layers had a diffuse leuco- 
cytic infiltration, and in the deeper lay- 
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ers were to be seen discrete areas of 

lymphocytes, extensive hemorrhages, 

and formation of new connective tissue. 
Ray K. Daily. 


Talkovskii, S. Ring-shaped corneal 
dystrophy. Sovietskii Viestnik Opht., 
1933, v. 3, pt. 3, p. 265. 

A five-year-old boy, with a history of 
dense bilateral corneal opacities which 
had cleared after birth, came with com- 
plaint of inflammatory symptoms and 
corneal opacities of three months’ dura- 
tion. A thin diffuse avascular opacity 
involved the entire surface of the right 
cornea, except at the very periphery. 
On the left cornea, in addition to a 
similar opacity there was a greyish- 
white ring, 2.5 mm. in diameter, sharply 
demarcated at the inner and outer sides. 
The portion of the cornea within the 
ring was more opaque than that sur- 
rounding it. The slitlamp showed that 
this opacity was situated in the anterior 
third of the cornea, was depressed, and 
was covered with epithelium. The au- 
thor considers this avascular formation 


as a degenerative process. 
Ray K. Daily. 


Walsh, F. B., and Chan, E. A case of 
corneal calcification (band-shaped kera- 
titis) with conjunctival changes. Amer. 
Jour. Ophth., 1934, v. 17, March, pp. 
238-241. 


Zaboogin, K. The use of tuberculin 
by Ponndorff’s method in scrofulous 
keratitis. Sovietskii Viestnik Opht., 
1933, v. 3, pt. 3, p. 276. 


Twenty-four cases thus treated con- 
vince the author that this simple meth- 
od gives excellent results in most cases. 
It consists in scarifying an area of skin 
3 by 3 cm., and rubbing into it one or 
two drops of old tuberculin. The appli- 
cation is repeated after subsidence of 
the local reaction. Ray K. Daily. 


7. UVEAL TRACT, SYMPATHETIC 

DISEASE, AND AQUEOUS HUMOR 

Bistis, J. A new contribution to sym- 
pathetic heterochromia. Zeit. f: Au- 
genh., 1934, v. 82, Jan., p. 180. 


The author reviews briefly the dis- 
cussions as to the probable etiology of 


heterochromia and points out that he 
has published descriptions of three pa- 
tients in whom heterochromia was as- 
sociated with ptosis, miosis and en- 
ophthalmos. In this communication is 
reported a fourth patient in whom the 
combination of heterochromia with 
Horner’s syndrome probably arose con- 
genitally. The author believes that four 
types of heterochromia exist: (1) Het- 
erochromia simplex in which it is likely 
that one eye is inherited from each pa- 
rent. (2) Congenital sympathetic heter- 
ochromia with unequivocal Horner’s 
syndrome. Precipitates and cataract 
may be absent. (3) Acquired sympa- 
thetic heterochromia. Precipitates and 
cataract are often observed. (4) Com- 
plicated heterochromia of Fuchs. This 
is not strictly a heterochromia and is 
not complicated by sympathetic nerve 
symptoms. It may have various causes. 
Streiff suspects a hormonal factor. 
F. H. Haessler. 


Bonnet, P., and Paufique, L. Trau- 
matic cysts of the iris. Arch. d’Opht., 
1934, v. 51, Jan., p. 5. 

Drawings of the clinical and histo- 
logic appearance of two iris cysts are 
presented. The first was a pearl cyst 
secondary to implantation of a cilium 
in the anterior chamber. The cilium 
showed no connection with the cyst. 
The second was an epithelial cyst of 
the iris secondary to a _ perforating 
wound. It is believed that the irrita- 
tive symptoms of a growing cyst are 
caused mostly by attacks of hyperten- 
sion, and not by cyclitis, so that the 
danger of sympathetic inflammation 
after operative removal is slight. 

M. F. Weymann. 


Dor, Louis. The possible confusion 
of spontaneous or postoperative cho- 
roidal detachment and sarcoma. Ann. 
d’Ocul., 1934, v. 171, Jan., pp. 21-29. 
(See Section 8, Glaucoma and ocular 
tension.) 


Federici, E. Researches on the be- 
havior of the hemo-ophthalrnic barrier 
in various experimental conditions. 
Arch. di Ottal., 1933, v. 40, July-Aug., 
pp. 318-358. 
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This study of the permeability of the 
capillaries of the eye is divided into 
three parts. After mechanical irritation, 
exposure of the eye to ultraviolet light, 
or inoculation of the eye with bacteria, 
there is an increase in the permeability 
of the vessels, and an increase in the 
diffusion of substances such as potas- 
sium ferrocyanide. Any irritation of the 
globe directly increases the albumin 
content of the aqueous humor, Dyes, 
such as trypan blue, lithium carmine, 
Berlin blue, neutral red, Nile blue, scar- 
let red, and methylene blue, also pro- 
voke an increase in capillary permea- 
bility. Because of altered capillary per- 
meability, fixation of dyes in the ocular 
tissues was favored at the point where 
local irritation was experimentally pro- 
duced. Herman D. Scarney. 


Mossa, Giovanni. Anisocoria and 
phrenicoexairesis. Lettura Oft., 1933, 
Nov., p. 540. 

The phenomenon of anisocoria was 
studied in ten cases of pulmonary tu- 
berculosis before and up to fifteen 
months after phrenicoexairesis. In 
three cases there was spontaneous my- 
driasis. In the remaining seven mydri- 
asis was provoked by instillation into 
each eye of two drops of a 1 to 1000 
solution of atropin. In cases of sympa- 
thetic “sensibility” the pupil on the af- 
fected side dilated earlier and more 
widely, and contracted to normal more 
slowly, than its fellow of the opposite 
side. The behavior of the pupil in such 
cases is considered of great diagnostic 
and prognostic importance, since aniso- 
coria, spontaneous or provoked, retro- 
gresses or even disappears with im- 
provement in the inflammatory lesions 
which produced excitation of the gang- 
lia or of the sympathetic fibers. (Bib- 
liography.) F. M. Crage. 


Papolezy, Franz. A new-formed tis- 
sue similar to the substantia propria of 
the cornea in the anterior chamber after 
traumatic uveitis. Graefe’s Arch., 1933, 
v. 131, p. 439. 


A man, thirty-six years old at the 
time of enucleation, had lost all sight 
in the right eye twenty-one years pre- 
viously through an injury from a stone. 
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The cornea was diffusely opaque and 
the anterior chamber filled with a hem- 
orrhagic, purulent exudate. Anatomi- 
cally, the anterior chamber on one side 
was filled with an organized lamellated 
tissue which stained like the cornea. 
This new-formed tissue lay close to 
Descemet’s membrane, the anterior sur- 
face of the iris, and the chamber angle. 
Through the exudate were scattered 
blood-capillaries lined with endothe- 
lium, round cells, and an exceptional 
number of fibroblasts. H.D. Lamb. 


Rohrschneider, W. Complement fixa- 
tion test and tuberculosis of the eye. 
Med. Klin., 1934, v. 30, Jan. 26, pp. 120- 
121. 

Examination of 275 cases of chronic 
iridocyclitis shows that a positive re- 
sult of the complement fixation test for 
tuberculosis does not prove, and a nega- 
tive result does not disprove the tuber- 
culous origin of the disease, and does 
not give any information regarding 
prognosis, therefore this test has no 
practical value for clinical purposes. 

Bertha Klien Moncreiff. 


Russo, A. Postvariolar changes in the 
iris. Ann. di Ottal., 1933, v. 61, Dec., p. 
923. 


In the slitlamp examination of thirty- 
three individuals who had had small- 
pox, sixteen were noted to have degen- 
erative alterations in the iris, and thir- 
teen had pigmentary deposits on the 
anterior capsule of the lens. A detailed 
description is given of the findings with 
a discussion of the pathogenetic mecha- 
nism. Before vaccination was generally 
practiced variola was responsible for 
thirty-five percent of blindness. In 
nearly half of those here reported on 
the changes in the iris consisted of cir- 
cumscribed atrophic patches in the 
stroma, with sclerosis of the trabeculae 
and migration of pigment in the adult 
as dust-like spray. The deposits on the 
lens must have been due to destruction 
of the pigment in the iris stroma. 

Park Lewis. 
8. GLAUCOMA AND OCULAR 
TENSION 


Alexiades, S. Latent postoperative 
infection seven months after an Elliot 
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trephine operation in a patient afflicted 
with chronic bilateral glaucoma. Arch. 
d’Opht., 1933, v. 50, Dec., p. 833. 


The operation had functioned per- 
fectly for seven months when tlie eye 
suddenly developed ciliary injection, 
clouding of the vitreous, and loss of vi- 
sion. The inflammation proceeded to 
atrophy of the globe, although there 
was no hypopyon nor was the filtra- 
tion bleb affected. The infection was in- 
terpreted as an endogenous metastatic 
one, probably localizing as suppurative 
choroiditis. The patient had had grippe 
two months before the eye involve- 
ment. Perhaps the operated eye had 
lowered resistance to infection. 


M. F. Weymann. 


Dor, Louis. The possible confusion 
of spontaneous or postoperative cho- 
roidal detachment and sarcoma. Ann. 
d’Ocul., 1934, v. 171, Jan., pp. 21-29. 


An Elliot trephine was performed 
on one and then on the other eye of a 
patient with chronic glaucoma. The 
eyes were alike and both operations 
identical yet choroidal detachment de- 
veloped in the second eye. Sarcoma be- 
ing thought of, enucleation was per- 
formed, but section demonstrated the 
true condition. Transillumination 
should aid in distinguishing between 
choroidal detachment and sarcoma. 

H. Rommel Hildreth. 


Krootova, A. The effect of subcon- 
junctival injections of dionin on intra- 
ocular tension. Sovietskii Viestnik 
Opht., 1933, v. 2, pt. 4, p. 331. 


The author studied the effect on in- 
traocular tension of 0.3 to 0.4 cm. of 
5 to 10 percent dionin injected subcon- 
junctivally every three to four days. 
Thirty-one eyes treated for various ocu- 
lar affections had their tension meas- 
ured 594 times. Dionin undoubtedly 
had an effect on intraocular tension. 
Control injections of saline proved that 
the effect was due to the dionin, and 
not to tissue reaction to an irritant. The 
immediate effect is increased tension, 
which drops to normal within several 
hours, but during the treatment there 
appears a tendency to lowering of ten- 
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sion. In old patients dionin should be 
used with caution lest the immediate 
rise in tension lead to glaucoma. 

Ray K. Daily. 


9. CRYSTALLINE LENS 


Gleser, B. Minimizing the risk of cat- 
aract extraction. Sovietskii Viestnik 
Opht., 1933, v. 3, pt. 3, p. 281. 


The author stresses the importance 
of akinesis, bridle suture through the 
superior rectus, and conjunctival sut- 
ure. He introduces the conjunctival su- 
ture with the left hand while the right 
hand is making the section, and before 
the conjunctiva is completely severed 
with the Graefe knife. He maintains 
that his procedure is free from the diffi- 
culties of making the section with the 
suture in place, and from the dangers 
of introducing the suture after the eye- 
ball has been opened. Ray K. Daily. 


Kurz, Otto. A few cases of ectopia 
of the lens with special consideration 
of the constitutional element. Klin. M. 
f. Augenh., 1934, v. 92, Feb., p. 193. 


(Iil.) 


The first three cases of congenital 
ectopia of the lens were found accom- 
panying Marfan’s complex of symp- 
toms of arachnodactylia. Case four pre- 
sented various anomalies including 
arachnodactylia. Case five showed uni- 
lateral ectopia with megalophthalmos 
and atypical coloboma of the lower 
uveal segment. In cases six and seven, 
sister and_ brother, the following 
changes were observed: megalocornea, 
deep anterior chamber, tremulous iris 
and lens, essential atrophy of the iris, 
and juvenile cataract. In all the cases 
there was considerable alteration of the 
zonula, suggesting attribution of con- 
genital ectopia of the lens to primary 
disease of the zonula. 

C. Zimmermann. 


Michail, D. Ossification of the lens. 
Graefe’s Arch., 1933, v. 131, p. 390. 


At three years the patient, now aged 
nineteen years, had contracted scarlet 
fever which was followed by a perfo- 
rating corneal ulcer with iris incarcera- 
tion and lens opacity. Microscopic ex- 
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amination of the enucleated eye showed 
atrophy of the entire uveal tract. In 
the choroid were drusen-like hyaline 
formations, compact bony lamellae, and 
foci of chronic inflammation. The place 
of the anterior part of the lens was oc- 
cupied by a solid plate of bone, while 
the remainder of the lens was replaced 
by spongy bone. H. D. Lamb. 


Pfimlin, R. Participation of the eye 
in caisson disease, especially cataract 
formation. Klin. M. f. Augenh., 1934, v. 
92, Jan., p. 54. (IIl.) 

After working in a caisson for a short 
time, a man of thirty-eight years devel- 
oped a probably central visual disturb- 
ance (perhaps from nitrogen-gas embo- 
lism in the visual cortex) and bilateral 
cataract. The latter is attributed to in- 
creased absorption of nitrogen by the 
lens, this, after return from the caisson 
to the natural atmospheric pressure, 
giving rise to formation of gas bubbles 
in the lens. C. Zimmermann. 


Possenti. Giovanni. Biomicroscopic 
appearances in the vitreous in aphakic 
eyes. Ann. di Ottal., 1933, v. 61, Dec., 
p. 905. 

In the slitlamp we possess a depend- 
abie method of distinguishing opacities 
in the vitreous dependent on senile 
changes from those that are pathologi- 
cal and come from hemorrhages, uvei- 
tis, and so on. The senile changes which 
follow absorption of the normal web 
are shown in fine whitish accumula- 
tions scattered between the remaining 
fibers. From traumatic lesions are 
brown pigment bodies intermingled 
with the remaining whitish fibers. 
These are also found in the portion of 
the vitreous prolapsing after discission 
of a secondary membrane. In uveitis, 
chronic choroiditis, and pigmentary 
retinitis will be found numerous pig- 
ment elements not present in circinate 
retinitis nor in thrombi or emboli of 
the retina. Differences in papillitis, 
toxic and retrobulbar neuritis, sympa- 
thetic ophthalmia, acute and subacute 
uveitis, choroiditis, chorioretinitis, and 
glaucoma are also discussed. 

Park Lewis. 
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Rabinowisch, M. A modification of 
the corneal suture in cataract extrac- 
tion. Sovietskii Viestnik Opht., 1933, v. 
3, pt. 4, p. 373. 


One corneal needle of a doubly armed 
suture is passed horizontally through 
the superficial corneal layers 1 mm. 
from the limbus. A Kuhnt-Pfliger con- 
junctival flap is outlined, and the two 
needles are passed vertically through 
the episclera 1 mm. above the limbus 
and through the conjunctival flap 4 mm. 
from its edge. The corneal section is 
then made and after the lens extraction 
has been completed the suture is tied. 
The author claims that his suture af- 
fords a firm coaptation of the wound 
and a protective conjunctival flap. 

Ray K. Daily. 


Rodstein, A. Intracapsular cataract 
extraction through a scleral incision 
and the coloboma of peripheral iridec- 
tomy. Sovietskii Viestnik Opht., 1933, 
v. 3, pt. 4, p. 391. 

Following akinesis, retrobulbar in- 
jection when indicated, bridle suture, 
outlining of conjunctival flap, and in- 
troduction of conjunctival sutures, the 
section is made through the scleral por- 
tion of the limbus with a scalpel. After 
peripheral iridectomy, the lens is ex- 
pressed through the opening in the iris 
by pressure on the scleral end of the 
wound with a loop. The elasticity of the 
iris tissue permits the lens to pass 
through the small peripheral iridec- 
tomy. The author claims that approxi- 
mation of the wound is firmer, healing 
faster, and confinement to bed practi- 
cally unnecessary. Ray K. Daily. 


Sanguinetti, C. Subconjunctival cata- 
ract extraction. Lettura Oft., 1934, Jan., 
p. 22. 


A conjunctival bridge, placed lateral- 
ly, was used by the author in 105 cases, 
including both simple and combined ex- 
tractions. The numerous subconjuncti- 
val modalities are described with illus- 
trative diagrams. The author reports a 
case of bilateral cataract complicated 
by trachoma, in which he used his va- 
riation of the subconjunctival method 
for extraction of the lens. (Bibliogra- 
phy.) ° F. M. Crage. 
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Scullica, F. A contribution to our 
knowledge of congenita! familial cata- 
ract in relation to the neurovegetative 
system. Ann. di Ottal., 1934, v. 62, Jan., 


p. 1. 

Four cases were intensively analyzed 
to determime to what extent there had 
been a disturbance in the endocrine- 
sympathetic equilibrium. One was a 
case of cataracta mollis, one silicose, 
and one striated. All showed evidences 
of hypothyroidism. One had slight ane- 
mia with lymphocytosis. Another had 
signs of progressive rickets, muscular 
hypotrophy and hypotony, hyperplasia 
of the lymphatic tissue, small umbilical 
hernia, vegetative dystony, bones long 
and thin, oligochromemia and oligocy- 
themia, and slight hypocalcemia. While 
tetanic indications were absent, of es- 
pecial importance were the exaggerated 
tendon reflexes and the mechanical hy- 
perexcitability of the muscles. (Bibli- 
ography.) Park Lewis. 


Smirnov, A. A. A case of unusually 
rapid development of cataract in a 
young person. Sovietskii Viestnik 
Opht., 1933, v. 2, pt. 1, p. 68. 

Within the course of a few days a 
young woman twenty-seven years of 
age developed a cataract of the left eye. 
The right had been previously operated 
upon for a cataract which had devel- 
oped within two weeks. The family his- 
tory revealed a number of relatives 
with congenital and progressive cata- 
racts. The cataract was extracted from 
the left eye, which made an uneventful 
recovery. The patient’s history con- 
tained a record of convulsive move- 
ments of the extremities during preg- 
nancy, and of their recurrence two 
months prior to the development of the 
cataract. This suggested tetany, but at 
the examination no evidence of the dis- 
ease could be demonstrated. The pa- 
tient. had no diabetes, nor sexual dis- 
turbances. Ray K. Daily. 


Varshavskii, I., and Rabinowitz, M. 
Intracapsular cataract extraction. So- 
vietskii Viestnik Opht., 1933, v. 3, pt. 3, 
p. 201. 

The authors are thoroughly con- 
vinced of the advantages of intracap- 
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sular extraction, and after a review of 
published results and a description of 
the Stanculeanu-T6rok-Elschnig tech- 
nique, they present in tabulated form 
the results of 403 extractions. Of these 
69.6 percent were extracted in the cap- 
sule, 64.5 percent with round pupils. 
The method of local anesthesia is some- 
what unique. It consists in applying a 
cocaine-adrenalin pack to the lower lid 
a half-hour before the operation. 
Ray K. Daily. 


Vogt, A. Fire cataract. Klin. M. f. Au- 
genh., 1933, v. 91, Dec., p. 721. 

Vogt again shows that convected 
heat has no etiological influence, the 
active factor being infrared rays. For 
the understanding of the important 
spectral distributions to be considered 
in experiments and examinations of 
workers, additional curves of absorp- 
tion by the respective media are ap- 
pended with explanations. 

C. Zimmermann. 


10. RETINA AND VITREOUS 

Archangelski, B. H. Intraocular 
changes in leukemia. Sovietskii Viest- 
nik Opht., 1933, v. 3, pt. 2, p. 148. 

Following a review of the literature 
the author reports clinically and micro- 
scopically the fundusechanges in two 
cases of leukemia. The microphoto- 
graphs show that in the case of chronic 
lymphatic leukemia the changes were 
mostly in the choroid. The lymphocytic 
infiltration of the choroid and of the 
perivascular spaces, extending into the 
scleral emissaries and posterior ciliary 
vessels, had nothing distinctive in char- 
acter and represented the ocular reac- 
tion to toxic processes. The case of my- 
elogenous leukemia had characteristic 
changes in the retina, consisting of yel- 
lowish-white areas scattered principal- 
ly in the region of the ora serrata and 
macula, Histologically these areas, 
many necrotic at the center, consisted 
of disintegrated retina and immature 
white blood cells. Ray K. Daily. 


Auerbach, M., and Rosenblum, M. 
Results of Gonin’s operation in the 
Helmholtz eye hospital at Moscow. So- 
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vietskii Viestnik Opht., 1933, v. 3, pt. 2, 
p. 133. 

Forty-eight operations were per- 
formed on 35 patients ; 22 patients were 
operated upon once, 11 twice, and 2 
three times. In 14 cases, or 40 percent, 
there was complete reattachment; 6 
cases were improved; 10 unimproved; 
and in 4 the condition was aggravated. 
One successful case had a recurrence 
fifteen months later. Success depends 
on early operation. The best results 
were in cases with single small tears. 
Large tears required repeated opera- 
tion. Ray K. Daily. 


Black, G. W. Treatment of simple 
retinal detachment by multiple scleral 
trephining and application of caustic 
potash to the exposed choroid. Trans. 
Ophth., Soc. United Kingdom, 1932, v. 
52, p. 486. 

A detailed description of the Guist- 
Lindner operation for detachment of 
the retina is given. The choice of case 
for operation is emphasized, and the 
necessity for localization of the hole. 
The plan-of operation and details of the 
after care are given minutely in the 
thirty-seven cases reported. 

Beulah Cushman. 


Dastoor, H. D. Recent advances in 
the operative treatment of the detach- 
ment of the retina. Trans. Ophth. Soc. 
United Kingdom, 1932, v. 52, p. 511. 

A detailed description of the Guist- 
Lindner technique is given. 

Beulah Cushman. 


D’Osvaldo, E. Clinical importance of 
Bailliart’s sign as an index of cephalic 
arterial hypertension (Espildora). Let- 
tura Oft., 1933, Oct., p. 455. 

Considering the observations in ten 
of his own cases, the author points out 
the frequency with which localized ar- 
terial hypertension in the head mani- 
fests itself by the syndrome described 
by Espildora. He agrees with Espildora 
that such hypertension usually repre- 
sents the first stage in the progress of 
generalized arterial hypertension. He 
also stresses the importance of Bailli- 
art’s sign aS a precocious diagnostic 
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criterion. Early in general hypertensive 
disease certain cases showed retinal ves- 
sels which could be considered normal ; 
whereas others showed isolated retinal 
arterial changes indicative of hyperten- 
sion. (Bibliography.) F. M. Crage. 


D’Osvaldo, E. Light and color sense 
in nephritis; no ophthalmoscopic neu- 
roretinal changes; normal central vis- 
ual acuity. Lettura Oft., 1933, Nov., p. 
503. 


In twenty-one patients suffering with 
nephritis there was reduced sensitivity 
of the retina, most prevalent in the 
macular region, to red, green, and blue, 
and also to light, centrally and periph- 
erally. (Tables, bibliography.) 

F. M. Crage. 


Filatov, F., and Kalfa, C. Results of 
surgical treatment of retinal detach- 
ment at the Odessa Eye Hospital. So- 
vietskii Viestnik Opht., 1933, v. 3, pt. 
2, p. 124. 

Of cases treated by the Gonin igni- 
puncture twenty-five percent were 
cured. The authors attribute this com- 
paratively low percentage of cures to 
the fact that this was not a selected se- 
ries of cases. Every case, regardless of 
the age of the detachment, was oper- 
ated upon except those with dense vit- 
reous opacities or complete loss of light 
perception. The authors emphasize the 
necessity for very strong ophthalmo- 
scopic illumination in order to recog- 
nize retinal tears. In detachment far 
back, as well as in cases complicated by 
conjunctival affections, they approach 
the eyeball by an incision through the 
lid. They believe that repeated igni- 
punctures are required in most cases. 
Very often the first puncture produces 
sufficient flattening of the detachment 
to uncover a retinal tear heretofore con- 
cealed. Good results may be obtained 
in old cases and even in cases compli- 
cated by vitreous hemorrhage. 

Ray K. Daily. 


Hippel, E. My results in the opera- 
tive treatment of retinal detachment 
with remarks on traumatic retinal de- 
tachment. Klin. M. f, Augenh., 1934, v. 
92, Feb., p. 145, 


In the first period, in which 75 pa- 
tients were treated, Gonin’s operation 
yielded 17 successes and 28 failures. In 
the second period 11 operations were 
performed according to Gonin, with 6 
successes and 5 failures, and 19 accord- 
ing to Weve, with 10 successes and 9 
failures. The author has the impression 
that the diathermic puncture of Weve 
is milder and achieves more than Go- 
nin’s operation. The detachments at- 
tributed by Gonin and others to concus- 
sions from coughing or sneezing are at- 
tributed by Hippel to inability of the 
eye to stand the normal demands of 
daily life, and these he would therefore 
consider spontaneous. 

C. Zimmermann. 


Jeandelize, P., and Baudot, R. Our 
present results in the treatment of reti- 
nal detachment by diathermy. Arch. 
d’Opht., 1933, v. 50, Dec., p. 793. 


Of twelve selected cases seen in one 
year, ten were cured by diathermy as 
modified by Lindner. This method is 
regarded as the best procedure for ex- 
clusion of that part of the retina con- 
taining a tear. (Eleven fundus draw- 
ings.) M. F. Weymann. 


Jess, A. The question of fundus find- 
ings in night blindness. Zeit. f. Augenh., 
1934, v. 82, Jan., p. 177. 

When Pillat described six types of 
fundus change which he had noted in 
Chinese patients afflicted with night 
blindness resulting from a vitaminosis, 


Fischer pointed out that among count- - 


less Europeans similarly affected dur- 
ing and after the war no such fundus 
changes were seen. Jess has noted 
slight peripapillary edema associated 
with hemeralopia which disappeared 
with disappearance of other ocular 
manifestations. Leber regarded the ede- 
ma as too slight to cause any disturb- 
ance of function. But Jess points out 
that in luetic retinitis severe disturb- 
ances of function, particularly hemera- 
lopia, may be associated with the least 
loss of retinal transparency, so that 
probably edema of the outer retinal lay- 
ers may exist for a long time before it 
becomes ophthalmoscopically manifest. 
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The edema is probably metabolotoxic 
like hunger edema. Exposure to blind- 
ing light may cause similar edema and 
hemeralopia. F. H. Haessler. 


Junius, Paul. The question of angio- 
matosis retinae. Klin. M. f. Augenh., 
1933, v. 91, Dec., p. 747. (IIl.) 

Junius gives an elaborate synopsis 
of the abundant literature on angioma- 
tosis retinae, which presents numerous 
features awaiting elucidation, but so 
far must be classed under congenital 
angiomatous malformations. 

C. Zimmermann. 


Lyon, Ernst. A case of Tay-Sachs 
amaurotic idiocy without characteristic 
findings at the macula. Zeit. f. Augenh., 
1934, v. 82, Jan., p. 188. 


The author describes an infant with 
amaurotic family idiocy typical in every 
way except for absence of the red spot 
in the macula. It is on these rare tran- 
sitional pictures that Junius bases his 
belief in the unity of the infantile and 
juvenile forms. F. H. Haessler. 


Pallin, Per. Lipoid substances in the 
retina from deficiency of vitamin A. 
Graefe’s Arch., 1933, v. 131, p. 447. 


Using twenty-five white albino rats 
of which six were kept as controls, the 
author found no constant difference be- 
tween the lipoid content of the retina, 
including the retinal pigment epithe- 
lium, of animals on a diet deficient in 
vitamin A and that of the retina of con- 
trol animals. H. D. Lamb. 


Panico, E. Cysts and cystic degenera- 
tion of the retina. Boll. d’Ocul., 1933, v. 
12, April, pp. 325-363. 

Four cases of retinal cyst are re- 
ported in eyes affected by atrophia bul- 
bi, iridocyclitis with retinal detachment, 
traumatic iridocyclitis with secondary 
glaucoma, and retinal detachment with 
secondary glaucoma. The writer dis- 
cusses the etiologic, clinical and patho- 
logic angle of cysts of the retina, cystic 
degeneration of the retina, and the 
pseudocysts. Cysts represent a far ad- 
vanced process of involution, while 
pseudocysts are formed by folds of ret- 
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ina so disposed as to shape a cavity. 
(Thirteen figures and bibliography.) 
Melchiore Lombardo. 


Pletneva, H. Cyanosis retinae in mor- 
bus ceruleus. Sovietskii Viestnik Opht., 
1933, v. 3, pt. 3, p. 253. 


The author reports two cases. Vision 
was normal. The lids were bluish in col- 
or; the bloodvessels of the fundus 
which had a violet tinge were widely di- 
lated, some having localized dilatations. 
Because of this vascular dilatation the 
small bloodvessels which usually are 
not seen became visible. Around the 
disc and at the macula the retina was 
pale, and the fovea was prominent. 

Ray K. Daily. 


Riechert, T. A supplement to Lind- 
ner’s stenopaic spectacles. Zeit. f. Au- 
genh., 1934, v. 82, Jan., p. 191. 


So that the patient may have the ad- 
vantage of correction of his refractive 
error the author uses a pair of black 
metal shields with central holes, which 
may be attached to the patient’s own 
spectacles. (In cases of retinal detach- 
ment.) F. H. Haessler. 


Rieger, Herwigh. Review of cases of 
retinal detachment in II University 
Eye Clinic in Vienna, operated upon 
according to Gonin or according to 
Guist, and those discharged as uncured 
from the beginning of 1929 to the end 
of 1931. Graefe’s Arch., 1933, v. 131, p. 
410. 


Of 222 cases of retinal detachment 
observed in the clinic, 90 cases were op- 
erated upon according to Gonin’s meth- 
od, but using the electrocautery. In 26 
the condition was cured and in 64 not 
cured. Of the latter number, 11 were 
subsequently operated upon by Guist’s 
method, which led to cure in 2 cases. 
During the period of three years, 81 
eyes in 78 patients with retinal detach- 
ment were operated upon by Guist’s 
method, 38 eyes from 36 patients were 
thus cured, 43 not cured. Among 56 
cases of failure after Gonin’s operation 
in 1929 and 1930, 11 were non-myopic; 
in 22 the detachment was over two 
months old, in 22 it was total, and in 
10 no retinal tear could be found. Of 


from the ora serrata. 


43 unhealed cases after Guist’s opera- 
tion, 8 were nonmyopic, in 19 the de- 
tachment was over two months old, in 
32 the detachment was total, and in 5 
no retinal tear could be found. 

H. D. Lamb. 


Rosenblum, M. Tears in detachment 
of the retina, and modern methods of 
treatment. Sovietskii Viestnik Opht., 
1933, v. 3, pt. 2, p. 109. 


Of 81 retinal tears examined, 58 were 
in the upper half of the retina and 57 
in the temporal half. Practically all of 
the ragged tears were situated in the 
upper half of the retina, whereas sep- 
arations from the ora serrata were all 
in the lower temporal quadrant. Most 
of the tears were situated close to the 
equator, at two to five disc diameters 
Ray K. Daily. 


Sallmann, L., and Kahler, H. 
Changes in the retinal bloodvessels 
from increased pressure. Graefe’s Arch., 
1933, v. 131, p. 505. 


The authors discussed the impor- 
tance of the sign of Gunn (1892) and 
of Salus (1929), indentation of a retinal 
vein by a crossing artery ; and of Guist’s 
(1931) sign, tortuosity of the macular 
venules in cases of arterial hyperten- 
sion. Guist’s sign occurs not only in all 
forms of hypertension but also in cir- 
culatory disorders with normal blood 
pressure, and should apparently be con- 
sidered as the expression of a congeni- 
tal anomaly of the circulatory ap- 
paratus. The authors again contend 
that the most important sign of central 
increase of blood pressure is contrac- 
tion of the vessel, shown by a thin 
streak with a distinct, bright reflex. 
Changes in the walls of the arteries and 
veins as well as considerable variation 
in their caliber are particularly frequent 
in hypertension due to a central lesion, 
but are exclusively characteristic of this 
disease or of the presence of high blood 
pressure. H. D. Lamb. 


Spinelli, F. Anatomopathologic con- 
tributions to experimental detachment 
of the retina. Arch. di Ottal., 1933, v. 
40, Sept.-Oct., pp. 404-422. 


Dogs were anesthetized, and air at 
35 to 40 degrees centigrade was applied 
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for six seconds to the uncovered sclera 
between the rectus superior and the 
rectus externus about 12 mm. from the 
limbus. After ophthalmoscopic obser- 
vations the eyes were enucleated and 
studied in microscopic section. The au- 
thor concludes that detached retina 
produced experimentally is inflamma- 
tory and can in no way be compared to 
idiopathic detachment of the retina in 
man. Herman D. Scarney. 


Spinelli, F. Micrometry of the fun- 
dus, determination and scleral localiza- 
tion of retinal points by means of spe- 
cial additions to Gullstrand’s simplified 
ophthalmoscope. Klin. M. f. Augenh., 
1934, v. 92, Jan., p. 93. (IIl.) 

Spinelli’s apparatus permits accurate 
determination of the chief meridians of 
the cornea, as well as micrometry of 


the fundus and scleral determination * 


and localization of parallel and merid- 
ian. In maximal mydriasis, by giving 
Gullstrand’s simplified ophthalmoscope 
the inclination desirable for examina- 
tion of the peripheral portions, it was 
possible in some cases to see the ana- 
tomical ora serrata. 
C. Zimmermann. 


Szily, A., and Machemer, H. Experi- 
mental investigations on bipolar sur- 
face electrolysis for treatment of retinal 
detachment. Klin. M. f. Augenh., 1934, 
v. 92, Jan., p. 44. (IIl.) 


The authors found the galvanic cur- 
rent had an effect similar to that of 
diathermy, which has some drawbacks. 
By applying both electrodes at a small 
distance from each other the current 
passes through only a limited part of 
the coats of the eye, and not the whole 
eye, and produces by inflammatory re- 
action of the tissues at both electrodes 
a firmer attachment of the retina. The 
galvanic current has the further advan- 
tage of better control. After experi- 
ments on rabbits the method was tried 
on patients with retinal detachment, 
with encouraging results, but final 
judgment is reserved. 

C. Zimmermann. 


Weekers, L., and Dautrebande, L. A 
study of the vasomotor reactions of the 
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retina in experimental hypertension. 
Arch. d’Ophth., 1933, v. 50, Dec., p. 785. 
The following observations relate to 
the retinal vessels of dogs under experi- 
mentation: Acute reflex hypertension 
provoked by intrasinusal hypotension 
in the chloralized dog is accompanied 
by circulatory modifications in the 
retina. These modifications are pro- 
voked by a reflex mechanism originat- 
ing probably in the carotid sinus and 
passing through the cervical sympa- 
thetic. They are characterized in most 
cases by vasoconstriction supervening 
at the height of the hypertension. It 
seems necessary to acknowledge the 
presence of vasomotor fibers in the 
retina. Nonanesthetized dogs rendered 
chronicaliy hypertensive by section of 
the two nerves of Hering and the two 
nerves of Cyon present vascular retinal 
changes comparable to those clinically 
observed in individuals suffering with 
hypertension. M. F. Weymann. 


Weve, H. The technique of the 
diathermy method for the treatment of 
retinal detachment. Ann. d’Ocul., 1934, 
v. 171, Jan., pp. 1-20. 

The general plan of Gonin as to pre- 
operative and postoperative care and 
the importance of the retinal tear and 
its localization are insisted upon. Sub- 
stituting diathermy for the actual 
cautery, the author uses a short, fine 
needle as the active electrode, making 
several scleral punctures. He prefers 
the vacuum tube apparatus and a cur- 
rent of from 30 to 50 ma. for two to 
three seconds. 

H. Rommel Hildreth. 


Zatzepin, D. L. Rare ocular affection 
in malaria. Sovietskii Viestnik Opht., 
1933, v. 3, pt. 4, p. 371. 

A twenty-nine-year-old woman suf- 
fering from chronic malaria developed 
central bilateral chorioretinitis with 
hemorrhages surrounding the macula, 
central scotoma, and marked reduction 
in visual acuity. Local and constitu- 
tional treatment or two months’ dura- 
tion at the hospital resulted in partial 
absorption of the hemorrhages but 
without visual improvement. (Fundus 


photographs. ) Ray K. Daily, 
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Zirlin, B., and Vishnevskii, H. The 
effect of oxygen hunger, associated 
with a fall in barometric pressure, on 
dark adaptation. Sovietskii Viestnik 
Opht., 1933, v. 3, pt. 3, p. 269. 

Graphic study of three experimental 
subjects shows decided impairment in 
dark adaptation upon marked fall in 
barometric pressure such as occurs at 
high altitudes. This results from a proc- 
ess in the cortical hemispheres, and not 
from physicochemical retinal changes. 
To escape this disturbance aviators at 
high altitudes should be supplied with 
oxygen masks. 


11. OPTIC NERVE AND TOXIC 
AMBLYOPIAS 

Fiamberti, A. M. The Foster Ken- 
nedy ophthalmoscopic picture in tu- 
mors of the frontal lobe. Riv. Oto- 
Neuro-Oft., 1933, v. 10, Sept.-Oct., pp. 
514-524. 

Five cases of tumor of the frontal 
lobe were confirmed at autopsy. A case 
of sarcoma of the central portion and 
another of meningoblastoma of the up- 
per portion of the left frontal lobe 
showed normal fundus. Two cases of 
glioma of the lower portion of the left 
frontal lobe and a case of sarcoma of 
the entire right lobe showed bilateral 
papilledema. From consideration of 
these cases and of many others re- 
ported in the literature the writer de- 
nies to the ophthalmoscopic syndrome 
of Foster Kennedy special diagnostic 
value in such cases. (Bibliography. ) 

Melchiore Lombardo. 


Renedo, M. Suboccipital inflation of 
air and retrobulbar neuritis. Klin. M. 
f. Augenh., 1934, v. 92, Feb., p. 217. 
(Ill.) 


A man of thirty-two years showed 
atrophy of the left optic nerve mostly 
involving the nasal crossed fibers, as 
indicated by temporal hemiachroma- 
topsia, followed later by retrobulbar 
neuritis of the right eye. The most 
probable etiology was_ tuberculous 
meningitis of the ependyma. The sec- 
ond case was in a man aged eighteen 
years, with progressive retrobulbar 
neuritis. Both were remarkably im- 
proved by cistern puncture with sub- 


sequent inflation of air, as was also a 
third case observation of which is not 
yet concluded. C. Zimmermann. 


Rinaldi, S. The optic nerve in 
measles. Ann. di Ottal., 1934, v. 62, Jan., 
p. 63. 


The author’s two cases indicate that 
during the period of convalescence the 
optic nerve may develop a papillitis 
having a genetic relationship to men- 
ingeal complications. This condition 
may be produced either through exten- 
sion of the inflammation through the 
paranasal sinuses or from toxins. The 
outcome varies from complete restora- 
tion to partial or complete atrophy. 
(Bibliography. ) Park Lewis. 


Toth, Z., and Meszaros, K. Atrophy 
of the optic nerve due to angiospasm. 
Klin. M. f. Augenh., 1933, v. 91, Dec., 
p. 815. (IIlL.) 


The left eye of a woman, aged sev- 
enty years, affected with a _ severe 
vasomotor neurosis, and whose hands 
frequently became pale in paroxysms, 
suddenly grew completely blind from 
angiospasm of the retinal vessels. The 
left disc was white and a part of the 
superior nasal retinal artery narrow 
and striped. Both fundi showed tortu- 
ous vessels, fluctuations of their caliber, 
and small yellow dots in the retina 
next to the finer vascular branches. Vi- 
sion of the right eye after correction 
was 5/15 and there was no perception 
of green. This was also attributed to 
angiospasm, and forty percent dextrose 
was injected intravenously, resulting 
in the vision being doubled. In am- 
blyopia of unknown origin one always 
must think of disease of the small 
bloodvessels. C. Zimmermann. 


Weinzweig, I., Kleibe. B., and Pas- 
ternak, A. Chronic methyl] alcohol poi- 
soning, in workers with “Stabilin” 
(shoe lacquer). Sovietskii Viestnik 
Opht., 1933, v. 3, pt. 2, p. 157. 

Some workers in a shoe factory de- 
veloped contraction of the visual fields 
and disturbances of dark adaptation, at- 
tributed to inhalation of fumes of 
methyl alcohol emanating from a shoe 
lacquer. The authors recommend elimi- 
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nation of methyl alcohol from indus- 
trial enterprises wherever possible. 
Where its use is essential ventilation 
should be faultless and the visual ap- 
paratus of the employed should be ex- 
amined periodically. Ray K. Daily. 


13. EYEBALL AND ORBIT 


Adams, N. Infection involving the 
ethmoid, maxillary, and  sphenoid 
sinuses and the orbit due to aspergillus 
fumigatus. Arch. of Surgery, 1933, v. 
26, June, p. 999. 

Only eight such cases are found in 
the literature. Seven were in women, 
and as to the other the sex was not 
mentioned. The present case was also 
in a woman. The disease had probably 
existed for six years without being rec- 
ognized, proptosis being the earliest 
manifestation. Clinically the symptoms 
are those of a chronic suppurative 
sinusitis with toxic manifestations. The 
treatment found efficacious in this case 
was internal administration of large 
quantities of a saturated solution of po- 
tasium iodide and thorough surgical re- 
moval of the growth. After one year, 
the patient was free from symptoms, 
and there has been no recurrence. 

M. E. Marcove. 


Ernyei, I. The réle of the orbital 
muscle (Miiller) in humans. Graefe’s 
Arch., 1933, v. 131, p. 398. 


The orbits of human cadavers of age 
varying between twenty and sixty 
years were studied macroscopically. 
The atrophied flat, pale, yellowish-red 
muscle, 3 to 4 mm. long and 1 to 2 mm. 
broad was found imbedded in fat in the 
posterior half of the inferior orbital fis- 
sure, extending from one bony margin 
to the other. The position and extent of 
this muscle were confirmed by micro- 
scopic examination. In humans, there- 
fore, this atrophic muscle could play no 
direct nor indirect part in protrusion of 
the eyeball. H. D. Lamb. 


Fioletow, S. Treatment of pulsating 
exophthalmos with the diathermic 
cautery. Sovietskii Viestnik Opht., 
1933, v. 3, pt. 4, p. 395: 

A fifteen-year-old girl with a very 
disfiguring left pulsating exophthalmos 
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since childhood was treated by tying 
the common carotid artery. There was 
some improvement, but the exophthal- 
mos was still pronounced. Instead of 
tying the superior orbital vein, as had 
been done in a previous case, the diath- 
ermic cautery was introduced into the 
orbit with the object of creating a 
thrombus in the orbital veins, which 
by extension into the cavernous sinus 
should obliterate the opening in the 
carotid artery. Six punctures were 
made, three days apart, and the result 


was thoroughly satisfactory. 
Ray K. Daily. 


Georgariou, Pierre. A case of acute 
mycosis of the orbit. Arch. d’Opht., 
1934, v. 51, Jan., p. 38. 

A patient who developed sudden 
unilateral exophthalmos, which was 
later accompanied by pain, was oper- 
ated upon with removal of a hard tu- 
mor adherent to the periosteum. Gross- 
ly the tumor resembled a chondroma, 
but laboratory examination showed it 
to be an acute fungus neoplasm. From 
the history no point of entry could be 
determined except possibly ulceration 
of the lid margin due to an eczematous 
blepharitis which had been present 
three months before appearance of the 
tumor. M. F. Weymann. 


Hitz, J. B. The management of orbi- 
tal cellulitis secondary to sinus infec- 
tion. Wisconsin Med. Jour., 1933, v. 32, 
May, p. 318. 

Six cases are reported. Any of the 
sinuses may cause orbital cellulitis. 
The author believes intranasal opera- 
tion before the acute condition has sub- 


sided to be dangerous. 
M. E. Marcove. 


Léwenstein, Arnold. Implantation of 
a ready-made implant after enucleation 
of the eyeball. Klin. M. f. Augenh., 
1934, v. 92, Jan., p. 86. (IIl.) 

Lowenstein reports very satisfactory 
results from use of a sterile implant of 
cartilage which was manufactured by 
the catgut firm Pfrimmer of Nuren- 
berg. It has four crossed sutures for 
fixation in Tenon’s capsule. Its applica- 
tion is described in detail. The product 
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may be obtained from F. L. Fischer, 
Freiburg i. Br., Germany. 
C. Zimmermann. 


Puscariu, Elena. Extensive oculopal- 
pebral neoplasm; excision of lids and 
enucleation of the eyeball, followed by 
occlusion of the orbit. Brit. Jour. 
Ophth., 1934, v. 18, Feb., p. 101. 


Morphia and retrobulbar and integu- 
mental injections of novocaine act suf- 
ficiently as an anesthetic. Four linear 
incisions are made tangent to the four 
orbital borders, joining one another at 
right angles, and involving the skin and 
subjacent muscles. The eyeball is 
enucleated. The orbit is covered by ex- 
tending the two vertical incisions up 
and down, and dissecting flaps from 
above and below, bringing the edges to- 
gether, and suturing, there being thus 
three lines of incision forming a letter 
H. (Two case histories, seven illustra- 
tions.) D. F. Harbridge. 


Sverdlov, D. Remarks on bloodless 
treatment of contracted sockets. Soviet- 
skii Viestnik Opht., 1933, v. 3, pt. 3, p. 
307. 

The author dilates contracted sock- 
ets by means of a dental splint softened 
in hot water and molded to the socket. 
The size of the prothesis is gradually 
increased, and at the end of a month 
the socket is found large enough for 
an artificial eye. He urges the same 
method as a _ prophylactic measure 
against contraction of sockets where 
the wearing of an artificial eye is for 
some reason impossible. 


Ray K. Daily. 


Waardenberg, P. J. Congenital bilat- 
eral hydrophthalmos with acrocephal- 
osyndactylia, cardiac defect, pseudo- 
hermaphroditism, and other anomalies. 
Klin. M. f. Augenh., 1934, v. 92, Jan., 
p. 29. (IIl.) 

These anomalies were found in a 
child born at term which died on the 
fourth day. C. Zimmermann. 


14. EYELIDS AND LACRIMAL 
APPARATUS 


Batalin, A. Correction of tracho- 
matous entropion by a modification of 


Chronis’ method. Sovietskii Viestnik 
Opht., 1933, v. 3, pt. 4, p. 398. 


The method consists in excision of a 
strip of skin from the lid, thinning the 
tarsus by shaving it off in layers and 
then making an intermarginal incision 
which moves the eyelashes upward. 
Having performed the operation in 
thousands of cases, the author finds it 
beneficial in entropion and in tracho- 
matous involvement of the tarsus. 


Ray K. Daily. 


Bogoroditskii, H. Treatment of se- 
vere scrofulous blepharospasm in 
young children. Sovietskii Viestnik 
Opht., 1933, v. 3, pt. 3, p. 279. 

In addition to the usual constitution- 
al treatment, the author recommends 
autohemotherapy, the injection of the 
mother’s blood in young children 
whose veins are too small to permit 
withdrawal of their own blood, and for- 
eign protein therapy when illness of the 
mother makes her blood unsuitable. 
The injections are repeated every two 
to three days. In most of 249 cases 
treated the blepharospasm, photopho- 
bia, and catarrhal conditions cleared up 
after from two to three injections. A 
few cases required from seven to ten 
injections. Recurrence was seen in ten 
percent of the cases, being much rarer 
in those treated with hemotherapy. 

Ray K. Daily. 


Cordero, C. A case of ankylo- 
blepharon membraniforme adnatum 
(clinical and anatomopathologic stud- 
ies) with investigation concerning the 
formation of the palpebral margin. 
Arch. di Ottal., 1933, v. 40, Sept.-Oct., 
pp. 369-403. 


The patient was thirty-nine days old. 
Histologic sections of the membrane 
studied showed acinous glands and 
young connective tissue containing 
vessels and muscular fibers. Histologic 
studies were also made of the mem- 
branes of kitten eyes. The author con- 
cludes that the condition was due to 
maldevelopment. (References, photo- 
micrographs.) Herman D. Scarney. 


Fox, E. C. Dermatitis of the eyelids 
due to rubber on an eyelash curler. 
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Arch. of Dermatology and Syphilology, 
1933, v. 28, Aug., p. 222. 

The curler was covered with rubber. 
About eight hours after use of the 
curler, the dermatitis developed when 
the lashes touched the skin of the up- 
per and lower lids. Strapping the curler 
to the forearm produced severe derma- 
titis and the rubber used alone also pro- 


duced a skin reaction. 
M. E. Marcove. 


Fuchs, A. Improved anesthesia for 
chalazion operation. Klin. M. f. 
Augenh., 1934, v. 92, Feb., p. 190. 


Fuchs recommends, after instillation 
of a drop of cocaine into the conjunc- 
tival sac, injection of 0.5 c.c. of a four 
percent novocaine solution under the 
retrotarsal fold toward the margin of 
the tarsus in the area of the chalazion 
and then to wait from four to five min- 
utes. The moment for the operation is 
when the skin over the chalazion no 
longer feels the prick of the injection 
needle. A deposit of novocaine under 
the retrotarsal fold toward the lower 
margin of the tarsus seems to anes- 
thetize the sensitive nerve fibers run- 
ning in front of and behind the tarsus. 
To avert slipping of the lid clamp the 
author had three 1 mm. teeth and cor- 
responding grooves built in the narrow 
sides of the oval plate and the ring. 

C. Zimmermann. 


Glezerov, S. Blepharoplasty. Soviet- 
skii Viestnik Opht., 1933, v. 3, pt. 3, 
p. 305. 

In marginal lid defects the author ob- 
tains satisfactory results by transplan- 
tation of mucocutaneous flaps from the 
margin of the lip. The mucous mem- 
brane replaces the conjunctiva, and the 


skin of the lip fills the skin defect on. 


the lid. Ray, K. Daily. 


Hudelo, A. Astigmatism after opera- 


tion for chalazion. Arch. d’Opht., 
1934, v. 51, Jan., p. 33. (See Section 3, 
Physiologic optics, refraction, and color 
vision.) 


Hughes, C. A. Multiple chalazia 
showing malignancy. Trans. Ophth. 
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Soc. United Kingdom, 1932, v. 52, p. 
557. 

A man aged fifty-four years appeared 
for removal of a group of chalazia in 
July, 1929. They were well opened and 
scraped, and again at two different 
times. In July, 1931, complete removal 
of the thickened tissues and a minor 
plastic operation were done. There was 
recurrence in January, 1932, and micro- 
scopic section showed a tumor arising 
from the sebaceous glands, and an 
adenomatous appearance of these 
glands, surrounded by a fibrous tissue 
capsule. There were infiltration and 
mitotic figures. A diagnosis of carcin- 
oma was made. Beulah Cushman. 


Kitaieva, A. Surgery of trachomatous 
complications. Sovietskii Viestnik 
Opht., 1933, v. 2, pt. 1, p. 73. 

The author maintains that only 
trichiasis and entropion justify surgical 
intervention in trachoma. The opera- 
tion which has served her best in these 
complications is transplantation of a 
piece of mucous membrane from the lip 
into the intermarginal space. Where 
distortion of the tarsus interferes with 
the anatomic form of the lid, tarsec- 
tomy is combined with the transplanta- 
tion. Ray K. Daily. 


Novotny, Otto. Sensory innervation 
of the lids. Klin. M. f. Augenh., 1934, 
v. 92, Feb., p. 186. (IIl.) 


Novotny gives four good illustra- 
tions of the sensory nerves of the lids 
(from the first and second branches of 
the fifth nerve). He succeeded in find- 
ing very fine fibers coming from the 
supratrochlear, frontal, and supraorbi- 
tal nerves and which before penetrat- 
ing the orbital septum ran downward 
on the conjunctival surface of the tar- 
sus. C. Zimmermann. 


Terson, A. Treatment of lid eczema. 
Ann. d’Ocul., 1934, v. 171, Jan., pp. 29- 
36. 


Distinguishing adult and infantile 
eczema the author subdivides the con- 
dition into types. Among local remedies 
the author prefers weak silver nitrate 
solutions, organic silver preparations 
being of less value. Lanolin as a base 
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for ointments is better than vaseline. 
Allergy has to be considered. 
H. Rommel Hildreth. 


15. TUMORS 


‘ Biontovskaia, E. T. Diagnosis and 
therapy of pigmented conjunctival neo- 
plasms. Sovietskii Viestnik Opht., 1933, 
y. 2, pt. 1, p. 88. 

A patient, thirty years of age, had a 
dark spot which had been on the sclera 
of the left eye since childhood, and had 
begun to enlarge. It was at the limbus 
in the horizontal meridian, and extend- 
ing 3 mm. over the cornea and 5 mm. 
over the sclera. It was firmly adherent 
to the surrounding structures. Vision 
was normal. After enucleation, histo- 
logic examination showed a different 
structure in three portions of the tu- 
mor. The one furthest from the cornea 
was rich in pigment, principally around 
the bloodvessels, was poor in bloodves- 


sels, and the cells were of the fibrous 


tissue type. The limbal portion had the 
character of an endothelioma, poor in 
pigment. The third portion, which 
penetrated under the corneal epithe- 
lium, had an alveolar structure with 
abundance of bloodvessels and prac- 
tically without pigment; and the entire 
picture was suggestive of carcinom- 
atous nests. The author believes that the 
polymorphism of the cells explains the 
divergence of opinion relative to the 
histogenesis of these neoplasms. She 
believes in the possibility of a transi- 
tion of epithelial cells into connective 
tissue cells. There is also the possibil- 
ity that the two types of cells take part 
in the formation of a neoplasm. 
Ray K. Daily. 


‘Croci, L. Lymphosarcomatosis with 
localization in the lids and lacrimal sac. 
Lettura Oft., 1934, Jan., p. 3. 

Lymphosarcoma of the Kundrat type 
was found present in the right cervical 


glands, with extension into’ the 
pharynx, lids and lacrimal sac, in a well 
nourished female of fifty-five vears. 
Biopsy on specimens from the tonsils, 
cervical glands, and lower lid showed 
the disease. Temporary improvement 
followed the use of x-rays, but this was 
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soon followed by a general diffusion of 
the disease. (Bibliography. ) 
F. M. Crage. 


' De Logu, A. Primary lid sarcoma of 
lympho-endothelial structure. Boll. 
d’Ocul., 1933, v. 12, April, pp. 313-324. 
In a man of thirty-four years with 
negative familial and personal history, 
a neoformation of the left lower lid, 
diagnosed as chalazion, was removed 
twice. After a new relapse the lid was 
almost entirely removed and the loss 
repaired with adjacent skin. Under the 
microscope the neoplasm appeared to 
be a sarcoma of lympho- or reticulo- 
endothelial type originating from the 
subcutaneous tissue. No relapse had 
been noted fifteen months later. 
Melchiore Lombardo. 


Grossgebauer, J. Multiple epithelial 
tumors of the eye and its adnexa. Klin. 
M. f. Augenh., 1933, v. 91, Dec., p. 785. 
(Ill.) 

A man of sixty-one years, premature- 
ly aged, presented several epithelial tu- 
mors of the right ocular conjunctiva 
and upper lid, which had developed in 
the course of a year. They included 
papillomas encroaching upon the cor- 
nea and uninfluenced by radium or 
mesothorium, and also a basal-cell car- 
cinoma of the upper retrotarsal fold, 
which relapsed after extirpation. The 
upper lid showed near its margin a car- 
cinoma which at first reacted to radium 
but relapsed and was excised. Another 
relapse necessitated exenteration of the 
orbit. C. Zimmermann. 


Rinteln, E. Concerning dermoid cysts 
and cholesteatomas of the orbit. Klin. 
M. f. Augenh., 1934, v. 92, Feb., p. 165. 
(Tll.) 


A robust, healthy looking man of 
thirty-one years noticed at the end of 
1932 a diminution of the sight of his 
right eye, which for several months 
was displaced downward and toward 
the nasal side. In January, 1933, the 
exophthalmometer indicated R. 24 L. 
19 mm. Between eyeball and supraorbi- 
tal margin was felt a rather soft tumor 
which could not be traced backward 
and upward. The fundus showed up- 
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ward and to the temporal side of the 
disc a marked prominence, on the tem- 
poral side of the macula fine horizontal 
folds, and at the disc slight thickening 
of the veins. After opening the very 
thin frontal bone a large quantity of 
yellowish brown fluid with glittering 
crystals and particles of tissue flowed 
out. From the intact dura and the orbit 
the tumor masses were removed with 
a sharp spoon. Recovery was complete 
with vision 6/6. The diagnosis was 
congenital dermoid cyst which prob- 
ably developed from an isolated cell 
group in the bone. The accelerated 
growth was due to inflammatory 
changes. The idea of cholesteatoma is 
dismissed because the typical cystic 
content was lacking. Cholesteatoma, 
pseudocholesteatoma, and _ dermoid 
cysts are discussed with references to 
the literature. C. Zimmermann. 


—~Sanguinetti, Carlo. Epithelioma of 
the lids. Lettura Oft., 1933, Oct., p. 478. 


The author treated five cases of pal- 
pebral epithelioma, four basal-cell epi- 
thelioma and one basal-cell carcinoma. 
Radium gave the best result in one 
case. In another ultraviolet rays and 
surgical removal were the choice of 
treatment. Two were treated success- 
fully by surgery and radiotherapy. 
(Bibliography. ) F. M. Crage. 


Schtscheglowa, A. A. Orbital tumors. 
Zeit. f. Augenh., 1934, v.82, Jan., p. 194. 


The author reports in detail the clini- 
cal and postoperative histological find- 
ings in eight cases of intraorbital tu- 
mor, and records the statistical experi- 
ence of other clinics with tumors of 
similar type and location. 

F. H. Haessler. 


Sobol, I. Orbital osteomas. Sovietskii 
Viestnik Opht., 1933, v. 3, pt. 4, p. 363. 


A woman of eighteen years had a 
neoplasm in the upper outer angle of 
the orbit. At operation the growth was 
found to extend to the inner angle of 
the orbit along the supraorbital ridge. 
In its extirpation the lower wall of the 
frontal sinus was removed, and the 
growth was seen to originate from its 
posterior wall, Removal was complete 
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and recovery uneventful. (Review of 
literature. ) Ray K. Daily. 


16. INJURIES 


Agnello, F. Bilateral paralysis of fifth 
and sixth nerves due to fracture of base 
of skull with neuroparalytic syndrome. 
Riv. Oto-Neuro-Oft., 1933, v. 10, Sept.- 
Oct., pp. 561-576. 

After an accident, an automobile 
driver of twenty-nine years showed 
paralysis of the rigit abducens with 
central ulcer and diffuse opacity of the 
right cornea, low intraocular tension, 
absence of lacrimation, and complete 
corneoconjunctival anesthesia ; and also 
paresis of the left abducens, anesthesia 
of the territory supplied by the right 
trigeminus, and hypesthesia of the sec- 
ond branch of the left trigeminus. 
These symptoms were due to fracture 
of the base of skull, caused by trauma 
transmitted through the inferior maxil- 


‘la, whose left ascending ramus was also 


fractured, to the glenoid cavity of the 
temporal bone. (Bibliography.) 
Melchiore Lombardo. 


Beigelman, M. N. A steel fragment 
removed from the anterior chamber 
twenty-one years after injury. Amer. 
Jour. Ophth., 1934, v. 17, March, p. 250. 


Brodski, B. Results of magnet ex- 
tractions. Sovietskii Viestnik Opht., 
1933, v. 3, pt. 3, p. 214. 


This is a report of twenty-eight in- 
traocular foreign body cases treated at 
the Odessa Eye hospital. Eighty-two 
percent of the foreign bodies were suc- 
cessfully removed with the magnet, and 
the eyeball was saved in 95.7 percent 
of the cases. In the absence of a skilled 
oculist the attempt at removal should 
not be made at first aid stations. 

Ray K. Daily. 


Dunphy, E. B. Arteriovenous aneu- 
rysm resulting from peculiar eye acci- 
dent. Amer. Jour. Ophth., 1934, v. 17, 
March, pp. 249-250. 


Jusefova, F., and Kroll, A. The value 
of the electromagnet in the treatment 
of ocular injuries. Sovietskii Viestnik 
Opht., 1933, v. 2, pt. 1, p. 43. 
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Ocular injuries complicated by the 
presence of intraocular foreign bodies 
represent a vocational hazard in a num- 
ber of industries. The prophylaxis con- 
sists in safeguards in the set-up of the 
factory, in the wearing of protective 
spectacles, and in educational measures 
directed toward increasing the skill of 
the worker. The author makes a plea 
for equipment of all eye clinics with an 
electromagnet, and for organization of 
“ocular units” in connection with large 
industries. In a report of forty-five 
cases he shows that the ultimate visual 
result depends on early removal of the 
foreign body, and the avoidance of un- 
necessary traumatism to the eye dur- 
ing the operation, through exact locali- 
zation of the foreign body with x-rays. 
He found intravenous injections of 
forty percent urotropin valuable in 
threatening postoperative iridocyclitis. 

Ray K. Daily. 


Krachmalnikov, L., and Sachnenka, 
A. The roéle of functional ocular asym- 
metry in the etiology of superficial 
traumatism. Sovietskii Viestnik Opht., 
1933, v. 3, pt. 4, p. 361. 

Examination of 400 cases of super- 
ficial traumatic injury shows that domi- 
nance of one eye in binocular vision is 
not a factor in the etiology of these in- 
juries, both eyes being injured with 
equal frequency. But that asymmetry 
as to the closing of the lids, which does 
not always correspond to the dominant 
eye, is a significant factor is indicated 
by the fact that of 199 patients injured 
in the right eye 147 closed the left eye 
faster, and of 201 injured in the left eye 
98 closed the right eye better. 

Ray K. Daily. 


Sala, G. A rare traumatic lesion of 
the ocular fundus. Boll. d’Ocul., 1933, 
v. 12, April, pp. 383-391. 

A woman of thirty-two years who 
lost the vision of the left eye soon af- 
ter a severe contusion showed a small 
white spot at either side of the inferior 
temporal vein and two large round 
spots, one below and the other on the 
temporal side of the disc, partially sur- 
rounded and covered by pigment. The 
small spots disappeared a few days 


later and the vision improved to 0.50. 
The larger spots, over which the retinal 
vessels passed freely, are interpreted by 
the author as perhaps atypical lacera- 
tions of the choroid. (Three figures and 
bibliography.) Melchiore Lombardo. 


Sharkovskii, I. Technique of extrac- 
tion of foreign bodies from the anterior 
chamber. Sovietskii Viestnik Opht., 
1933, v. 3, pt. 4, p. 396. 

The author removed an eyelash fixed 
by an exudate to the iris in the follow- 
ing manner: through an incision at the 
limbus he introduced a spatula behind 
the eyelash, and with a hook pulled the 
eyelash along the spatula into the in- 
cision, where it was picked up with 
forceps. Ray K. Daily. 


Thorne, F. H. Treatment of trau- 
matic catatropia. Amer. Jour. Ophth., 
1934, v. 17, March, pp. 248-249. 


Vele, Maria. Heterologous leucocytic 
trephones in experimental septic cor- 
neal traumas. Lettura Oft., 1933, Oct., 
p. 469. 


The author studied in rabbits the ac- 
tion of heterologous suspensions of 
leucocytes on the reparative process in 
septic injuries of the cornea. The leuco- 
cytes were obtained from the peritoneal 
cavity of the guinea pig. Prophylactic 
injections of washed leucocytes in sus- 
pension were made parenterally. Some 
rabbits were injected with 1 c.c. of the 
suspension daily for five days and oth- 
ers with sterile normal saline. Their 
corneae were traumatized and infected 
with staphylococcus aureus. The eyes 
were enucleated at intervals of from 
two hours to twenty days. The author 
finds that in the rabbit the suspensions 
thus administered augment the phago- 
cytic power of the leucocytes and ac- 
celerate the processes of tissue repair. 
(For explanation of “trephones” see 
American Journal of Ophthalmology, 
1933, volume 16, page 931.) 

F. M. Crage. 
17. SYSTEMIC DISEASES AND 
PARASITES 
Adamiantiadis, B. Latent syphilis 


and postoperative ocular complications. 
Arch. d’Opht., 1933, v. 50, Dec., p. 826. 
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In support of Terrien, the writer 
cites several cases in which he believes 
operative trauma has been a factor in 
causing keratitis or iritis to develop 
from a latent syphilitic infection. The 
syphilitic type of iritis rarely develops 
before the twelfth postoperative day 
and is not accompanied by pain. In the 
absence of a positive Wassermann re- 
action response to antisyphilitic treat- 
ment confirms the diagnosis. 

M. F. Weymann. 


Diban, H. Ocular complications in 
trichinosis. Sovietskii Viestnik Opht., 
1933, v. 3, pt. 3, p. 288. 

Brief reports of ten cases show that 
weakness of accommodation, edema of 
the lids, swelling of the external ocular 
muscles, subconjunctival hemorrhages, 
and peripheral retinal hemorrhages are 


seen frequently in trichinosis. 
Ray K. Daily. 


Fioretti, F. Ocular pain in a case of 
cholesteatomatous chronic otitis. Riv. 
Oto-Neuro-Oft., 1933, v. 10, Sept.-Oct., 
pp. 583-589. 

A man of twenty-two years with 
fetid discharge from the left ear became 
affected by recurrent intense periauric- 
ular pain which lately became orbito- 
ocular. Evacuation of a cholesteatoma 
from the corresponding mastoid re- 
lieved the patient of all symptoms, al- 
though the ocular pains were felt any 
time the dressing compressed the ear 
drum. The writer regards the ocular 
pain as due to irritation of the’ sym- 
pathetic, which through the carotid 
plexus irritated the ciliary ganglion. 
Ocular pain in the course of purulent 
median otitis is not always a symptom 
of endocranial complication. (Bibliog- 
raphy.) Melchiore Lombardo. 


Galeazzi, C. The visual field in gen- 
eral paresis. Riv. Oto-Neuro-Oft., 1933, 
v. 10, Sept.-Oct., pp. 538-560. 


The writer reports his visual field 
findings in twenty-one general paretics 
whose age varied from twenty to fifty- 
four years. Almost all had been treated 
with malaria pyrotherapy, many 
showed a positive Wassermann. Their 


ABSTRACTS 


visions ranged between 1/60 in one eye 
to normal in both eyes, and the fundi 
were either normal or showed pale 
discs, Concentric or irregular contrac- 
tion of the form and color fields was 
found, and absolute or relative central 
scotoma was also noted. Several 
showed unilateral or bilateral absence 
of the chromatic visual fields for blue, 
and many had inversion of chromatic 
sensibility. (Bibliography. ) 

Melchiore Lombardo. 


Jaensch, P. A. Rare ocular changes 
in Schiiller-Christian disease. Klin. M. 
f. Augenh., 1934, v. 92, Feb., p. 158. 
(Ill. ) 

A boy, aged ten years, presented the 
complete picture of Schuller-Christian 
disease: defects in the cranium, exoph- 
thalmos, and diabetes insipidus. There 
were also numerous small xanthomas 
of the skin, especially of the lids, lipoid 
granulomas of the conjunctiva, at the 
corneal limbus, and probably at the 
disc, and partial fatty degeneration of 
the cornea under the aspect of paren- 
chymatous keratitis. The last was in- 
terpreted as primary deposit of lipoid 
and the limbal formation as probable 
granuloma with secondary accumula- 
tion of lipoid, according to the histo- 
logical examination. 

C. Zimmermann. 


Jaensch and Lerche. The ocular 
changes in Marek’s paralysis in fowls. 
Graefe’s Arch., 1933, v. 131, p. 359. 


In this infectious disorder with in- 
flammation of the central nervous sys- 
tem and of the peripheral nerves, af- 
fecting young fowls, ocular disturb- 
ances appeared generally as _ severe 
iridocyclitis. Histologic examination of 
thirty-seven eyes in twenty-two sick 
fowls led to recognition of severe in- 
flammatory changes in the uvea, lead- 
ing to transformation of the iris into 
a dense cellular structure, loosening 
and disintegration of the pigt.ent 
epithelium, swelling of the ciliary proc- 
esses, and disappearance of the unpig- 
mented epithelial layer of the ciliary 
body. The optic nerves, chiasm, and op- 
tic tracts showed more or less intensive 
infiltration with lymphocytes or his- 
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tiocytes between the bundles of nerve 
fibers and surrounding the capillaries, 
without visible degeneration of the 


nerve fibers. H. D. Lamb. 
Kotlarevskaia, C. Ocular complica- 
tions of cerebrospinal meningitis. 


Sovietskii Viestnik Opht., 1933, v. 3, pt. 
3, p. 294. 

In seventy-five cases of epidemic 
cerebrospinal meningitis in the chil- 
dren’s clinic at Charkov the following 
ocular complications were noted—6 
cases of acute conjunctivitis; 1 of bi- 
lateral keratitis with unilateral metas- 
tatic ophthalmia; 2 of optic neuritis 
with secondary atrophy; 2 of metas+ 
tatic ophthalmia; 1 of uveitis; 10 of 
paralysis of the external ocular mus- 
cles; 3 of anisocoria; 11 of immobility 
of the pupils; 4 of nystagmus, and 13 
of blindness with negative fundus find- 
ings. Ocular complications are apt to 
occur in mild as well as in severe cases. 
The majority of complications occurred 
in the meningo-encephalitic form. 


Ray K. Daily. 


Plitas, P. Changes in the visual organ 
from overheating of the organism. 
Graefe’s Arch., 1933, v. 131, p. 458. 

Seventeen dogs and three cats were 
employed. The temperature within the 
chamber varied between 35° and 70°C. 
Overheating was continued for from 
two and one-half hours to thirty-five 
days. The most important histologic 
change in the eyes was degeneration in 
the ganglion cells of the retina. Slight 
separation of the lens fibers from the 
anterior epithelium of the lens was 
noted in dogs. In the conjunctiva of the 
fornices, change of cells in the super- 
ficial layer of the epithelium to goblet 
cells was generally present. 

Among 532 workers exposed to heat, 
the pupils were found to be generally 
contracted as follows: In 12 men, they 
measured 4 mm. in diameter; in 26, 3.5 
mm.; in 116, 3 mm.; in 285, 2.5 mm.; 
in 84,2 mm.; in 3, 1.5 mm. in diameter. 
In every case of heat-stroke, exhaus- 
tive ophthalmic examination should in- 
clude visual acuity, visual field, and 
color and light sensibility. 


H. D. Lamb. 


Poos, F. Clinical observations in 
vasomotor migraine with defects in the 
visual organ. Klin. M. f. Augenh., 1934, 
v. 92, Jan., p. 58. 


Eight cases of migraine were asso- 
ciated with defects in the visual organ 
such as homonymous hemianopsia, 
anisocoria, reflex pupillary immobility, 
and transient, periodic, or permanent 
palsies of the ocular muscles. They in- 
dicate a vasomotor genesis of both the 
fugitive and the permanent symptoms 
of migraine. C. Zimmermann. 


Sanguinetti, C. Ocular manifesta- 
tions of the Hand-Schiiller-Christian 
syndrome. Boll. d’Ocul., 1933, v. 12, 
April, pp. 392-400. 


Exophthalmos, which can reach 27 
mm., is the most frequent and in some 
cases the initial symptom of the hypo- 
physeal dysostosis. It may be unilateral 
and is always of unequal degree if bi- 
lateral. The enlargement of retinal 
veins, another symptom, has in some 
cases the appearance of caput medusae. 
Xanthomatous masses in the orbit 
compress the optic nerve and may 
cause atrophy or exophthalmos, and 
xanthomatous endocranial masses 
cause intracranial hypertension and 
papilledema. (Five figures.) 

Melchiore Lombardo. 


Scarlett, Hunter. Recurrent edema 
of the lids and conjunctiva associated 
with dental infection. Amer. Jour. 
Ophth., 1934, v. 17, March, pp. 242-244. 


Schieck, F. Senile changes in the eye. 
Miinch. med. Woch., 1934, v. 81, Jan., 
19, pp. 85-87. 


The aging of an organ begins much 
earlier than is generally assumed. The 
first signs of the most common senile 
changes of the eye, namely gerontoxon, 
presbyopia, and sclerosis of the lens, 
are demonstrable early in life. Each 
symptom of age develops out of a pre- 
existing physiologic condition, and this 
development may finally transgress 
physiologic limits and reach pathologic 
intensity: Bertha Klien Moncreiff. 
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18. HYGIENE, SOCIOLOGY, EDUCA- 
TION, AND HISTORY 
Fleischer, B. Concerning prevention 
of hereditary eye diseases. Miinch. med. 
Woch., 1934, v. 81, Jan. 5, pp. 17-20. 


The author discusses the Mendelian 
laws in relationship to hereditary eye 
diseases and furnishes statistics and 
tables, based upon the most recent in- 
vestigations, to illustrate our unfortu- 
nately not very thorough present 
knowledge of this subject. 

Bertha Klien Moncreiff. 


Fuchs, Adalbert. Suggestions for the 
prevention of blindness. Amer. Jour. 
Ophth., 1934, v. 17, March, pp. 232-237. 


Krause, A. C. Ancient Egyptian oph- 
thalmology. Bull. Johns Hopkins 
Hosp., 1933, v. 53, Aug., p. 258. 

This is a history of ancient Egyptian 
ophthalmology from about 1800 B.C. 
down to the time of Greek history. The 
references of ophthalmological interest 
in the various papyri are cited. The 
commoner diseases of the eye then 
were similar to those prevalent now. 
A number of prescriptions for eye dis- 
eases are given, some of which closely 
resemble the treatments prescribed to- 
day. M. E. Marcove. 


Morax, V. The trachoma campaign in 
North Africa. Rev. Internat. du Tra- 
chome, 1934, v. 11, Jan., p. 10. 


The progress of the trachoma cam- 
paign in Tunisia, Algeria, and Morocco 
during the past decade is reviewed by 
Morax. In Tunisia the problem of the 
etiology of trachoma has been the sub- 
ject of numerous researches at the Pas- 
teur Institute of Tunis and for the past 
three years an active antitrachomatous 
campaign has been directed by Talbot 
in the oases of the south. A practical 
course in trachomatology, by Cuénod, 
will be offered to all colonial physi- 
cians in the near future. In Algeria 
there has been a lack of coordinated ef- 
fort although some fine individual work 
has been done. In Morocco trachoma is 
just beginning to receive the attention 
which it deserves. 

Phillips Thygeson. 
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Pagés. The medico-social campaign 
against trachoma. Rev. Internat. du 
Trachome, 1934, v. 11, Jan., p. 41. 


Pagés reviews the steps already 
taken toward the control of trachoma 
in Morocco and outlines measures to be 
applied in the future. 

Phillips Thygeson. 


Talbot. Trachoma and blindness in 
South Tunisia. Rev. Internat. du Tra- 
chome, 1934, v. 11, Jan., p. 14. 

In the oases of South Tunisia epi- 
demics of acute conjunctivitis (gono- 
coccus, Koch-Weeks) occur usually 
during the three months from Septem- 
ber to December. The gonococcus is a 
major cause of blindness. In general 
the blindness of young children is due 
to gonococcic infection while blindness 
occurring in adult life is usually due 
to trachoma. Of the cases of absolute 
blindness the two causes combined pro- 
duce from 74.9 percent at Gabés to 92.2 
percent at Tozeur. 

Phillips Thygeson. 


Toomarkina, M., Debolskaia N., and 
Loktev. V. Vocational ability of the 
blind. Sovietskii Viestnik Opht., 1933, 
v. 2, pt. 1, p. 55. 

The need of utilizing all available 
labor led to vocational reeducation of 
the blind, so that at the beginning of 
1932 there were 7,000 blind laboring in 
brigades in industrial enterprises. They 
are employed at vocations which re- 
quire comparatively few simple move- 
ments, and each brigade has several as- 
sistants with good vision. Their effi- 
ciency is 25 to 30 percent lower than 
that of workers with good vision. 

Ray K. Daily. 


Vergne, J. An operative patient of 
Daviel; Francois Devosge. Ann d’Ocul., 
1934, v. 171, Jan., pp. 44-52. 

From a study of the portrait of 
Devosge (1732-1811) one sees that the 


* artist Prud’hon has not overlooked an 


early cataract. The age of the subject 
is about fifty-four years. A copy of the 
portrait is given and a close-up com- 
pares the two eyes in detail. 

H. Rommel Hildreth. 
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Zaidshnur, I., and Fongaus, M. Main- 
tenance of clear vision as a criterion for 
determination of ocular fatigue. Soviet- 
skii Viestnik Opht., 1933, v. 3, pt. 3, p. 
241. 


Investigation of the effect of various 
types of illumination showed that 
maintenance of clear vision was a suffi- 
ciently sensitive criterion for the study 
of ocular fatigue. The time of mainte- 
nance of clear vision varies with differ- 
ent individuals, but is a fairly constant 
factor for the same individual. Increase 
in intensity of illumination prolongs 
this time, while work shortens it. Work 
in natural daylight has a less detrimen- 
tal effect on this function than work in 
artificial light. Ray K. Daily. 


19. ANATOMY AND EMBRYOLOGY 


Fischer, Franz. Developmental and 
anatomic studies on the scleral spur in 
the human eye. Graefe’s Arch., 1933, v. 
131, p. 318. 

In human embryos of not more than 
8 cm. head-foot length, no indication 
of the scleral spur was found. Shortly 
thereafter joint development of the 
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scleral spur and the scleral roll (Skler- 
alwulst) began from the equatorial 
connective tissue fibers. As the number 
of equatorial connective-tissue fibers 
increased, the mesodermal cells of the 
uvea bordering the anlage of the scleral 
spur and the scleral roll became trans- 
formed into muscle cells (meridional 
portion of the ciliary muscle). Studies 
on the scleral spur were made in cases 
of primary and secondary glaucoma, 
staphyloma, expulsive hemorrhage, and 
hydrophthalmos. There existed no re- 
lation between a definite type of scleral 
spur and glaucoma. Among eight cases 
of hydrophthalmos examined, in five 
the scleral spur was thin and undevel- 
oped and lay considerably posterior to 
the open chamber. Schlemm’s canal 
was displaced backward, and was either 
contracted or obliterated. The uveal 
framework filled up the chamber angle 
and was directly continuous with the 
tissue of the iris. There existed there- 
fore conditions similar to those present 
in embryonic eyes. In two cases of 
hydrophthalmos neither scleral spur 
nor Schlemm’s canal was present. 


H. D. Lamb. 


ITEMS 


News items in this issue were received from Dr. A. D. Ruedemann, Cleveland, Ohio, 
Dr. M. Uribe Troncoso, New York City, Dr. Nelson Black, Miami, Florida, and Dr. 
Harvey J. Howard, Saint Louis. News items should reach the Editor, 524 Metropolitan 
Bldg., Saint Louis, by the twelfth of the month. 


Deaths 


Dr. Lizzie Maud Carvill, of Boston, died 
February twenty-fifth, at the age of sixty 
years. 

Dr. Rufus H. Hagood, Jr., Honolulu; aged 
forty-six years; died February first of angina 
pectoris. 

Dr. Wm. Howe Merrill, Lawrence, Mass.; 
aged sixty-nine years; died February eight- 
eenth, of angina pectoris. 

Dr. Henry W. Wandless, New York; died 
February seventeenth at Garden City, of car- 
cinoma of the stomach. 

Dr. Raymond J. Sisson, Detroit; aged 
thirty-six years; died February twenty-third 
of pneumonia, following an operation on the 
kidney. 

Dr. José de Jesus Gonzalez, a very promi- 
nent Mexican ophthalmologist, died a short 
time ago. He was a man of great energy and 
power (see p. 449). 


Dr. Harold Wilson, Detroit; aged sev 
enty-three years; died February sixteenth of 
acute dilatation of the heart following an au- 
tomobile accident. 

Dr, Albert Marion Earel, Hoopeston, LIL; 
aged sixty-seven years; died February 
twenty-fifth from a fracture of the skull sus- 
tained by falling through an elevator shaft. 


Miscellaneous 
The New York Eye and Ear Infirmary 
was left $2,000 by the will of the late Richard 
Sidenberg. 


A joint rally and reunion of alumni and 
staffs of the New York Eye and Ear In- 
firmary and the Manhattan Eye, Ear, Nose 
and Throat Hospital was held May eighth 
at the Oakland Golf Club, Flushing, Long 
Island. 


The American Medical Association Jour- 
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nal of March seventeenth has an account of 
some eyesight swindlers who bamboozled a 
man out of a considerable sum of money with 
a fake cure for loss of vision. The strange 
thing is that people continue to be hum- 
bugged by these fakers, when all they would 
need to do to be put straight would be to 
appeal to their local physician. 


One of our subscribers desires to sell a 
full eighteen volume set of the American En- 
cyclopedia of Ophthalmology edited by 
Casey Wood. Any one wishing to purchase 
this set will please communicate with the 
Journal office. 

Societies 

The Cleveland Ophthalmological Club 
sponsored a dinner for Dr. William Evans 
Bruner, Friday evening, April 13, at the 
Hotel Cleveland. The occasion was to cele- 
brate Dr. Bruner’s fortieth anniversary of 
medical teaching and practice. Dr. George 
Crile was the toastmaster and the principal 
address was delivered by Dr. George de- 
Schweinitz of Philadelphia. 


The Western Ophthalmological Society 
will hold its first meeting for Scientific papers 
and discussions at Butte, Montana, July 19. 
This is the day following the meeting at the 
same place of the Pacific Coast Oto-Oph- 
thalmological Society. The American Board 
for Ophthalmic Examinations will hold an 
examination at Butte earlier in the same 
week, Those desiring to take such an ex- 
amination should communicate with the Sec- 
retary of the Board, Dr. W. H. Wilder, of 
Chicago, as soon as possible. 


The Oxford Ophthalmological Congress 
will be held this year July 4 to 7. The Doyne 
Memorial Lecture will be delivered by Pro- 
fessor Joseph Meller, of Vienna, upon 
“Tuberculosis in its relations to spontaneous 
post-traumatic and sympathetic ophthalmia.” 
There will be a symposium on “Functional 
diseases of the eye,” opened by Sir Farquahar 
Buzzard on “The neurological,’ Dr. William 
Brown on “The psychological,” and Mr. 
Williamson-Noble on the “Ophthalmological 
aspects.” The Secretary of the Congress is 
Mr. C. G. Russ Wood, Hill House, Iffley, 
Oxford. 


In Paris on May 14 and 15 will be held a 
joint meeting of the International Associa- 
tion for the Prevention of Blindness and the 
International League for the Control of Tra- 


choma. At the same time there will also be 
meetings of the council to plan for the next 
International Ophthalmological Congress 
and of the French Ophthalmological Society. 
The meeting will be attended by Dr. Park 
Lewis of Buffalo, who will have the honor of 
presenting the Dana medal to Professor De- 
Lapersonne in recognition of the latter’s ac- © 
tivities in developing international sentiment 
for the pr@vention of blindness. 


Personals 


Dr. William C. Finnoff, Denver, an- 
nounces the removal of his offices, on April 1, 
from 920 Republic Building to 1621 Court 
Place. 

Dr. Walter B. Lancaster of Boston, ad- 
dressed the Tampa Eye, Ear, Nose and 
Throat Society, February 14, on “Certain 
disturbances of binocular vision and their 
treatment” and “The intracapsular method of 
cataract extraction.” 

Dr. Harry Friedenwald, emeritus profes- 
sor of ophthalmology, University of Mary- 
land School of Medicine, was given a sur- 
prise dinner, February 3, by his associates in 
the institution with which he has been con- 
nected for thirty-six years. About forty 
physicians were present. 

Dr. Nelson M. Black writes that Miami 
and environs seem to have been the mecca of 
a large number of ophthalmologists this 
winter. The following is a partial list of the 
visitors: Dr. Geo. E. de Schweinitz, Phila- 
delphia, Pa.; Dr. John M. Wheeler, New 
York, N.Y.; Dr. Allen Greenwood and Dr. 
Frencis I. Procter, Boston, Mass.; Dr. E. C. 
Ellett and Dr. D. H. Anthony, Memphis, 
Tenn.; Dr. Frank E. Burch, St. Paul, Minn.; 
Dr. E. Terry Smith, Hartford, Conn.; Dr. 
Harry S. Gradle, Dr. Samuel J. Meyer, and 
Dr. Frank Brawley, Chicago, Ill.; Dr. Mark 
J. Schoenberg, and Dr. Chas. H. May, New 
York, N.Y.; Dr. Clarence King, Cincinnati, 
Ohio; Dr. H. J. Rhode, Reading, Pa.; Dr. 
J. M. Blackwood, New Castle, Pa.; Dr. W. A. 
Green, Wausau, Wis.; Dr. A. L. Payne, Eau 
Claire, Wis.; Dr. J. F. Duane, Peoria, Wis.; 
Dr. W. M. Yost, Pittsburgh, Pa. 

Dr. Harvey J. Howard was the guest 
speaker in ophthalmology at the sixth annual 
spring clinical conference of the Dallas 
Southern Clinical Society, Dallas, Texas, 
March 26 to 30, inclusive. In addition he con- 
ducted three surgical round-table confer- 
ences. 
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